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= Proved in a decade of hospital use. 
= Extra-strength paper ...%4 inch diameter. 


= For hot liquids, coated with high temperature 
resistant micro-crystalline wax. 


# Hospital surveys prove FLEX-STRAWS 
cost less. 


# Added protection plus economy! 
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CANADIAN DISTRIBUTOR: 
Ingram & Bell, Ltd. 


Toronto, Montreal, = 
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FLEX-STRAW CO., Int'L 


2040 BROADWAY, SANTA MONICA, CALIF. 
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A WHEEL STRETCHER SPECIFICALLY DESIGNED 
FOR THE OBSTETRICAL DEPARTMENT 


This wheel stretcher with its exclusive “break top” is a real 
asset to any obstetrical department. It can be converted 

from a stretcher to an OB examining table in a matter of 
seconds. Although basically a stretcher, the numerous 

special features of the CO ONVER-TABLE have made it what many 
have referred to as “the most versatile stretcher in today’s 
market.” It lends itself to a maximum variety of applications, 
alowing this unit to replace several pieces of equipment. The 
Conver-table is ideally suited for an OB examining table, 

labor bed and OB recovery stretcher. This unit, when 
necessary, can even be conveniently used for labor, delivery 
and recovery without transferring the patient. 

The Conver-table is a valuable adjunct 

to any obstetrical department. 
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ow, everybody’s doing something about controlling 
N staph, but is it enough? Enough to reduce endemic 

levels, to prevent epidemics, or, should one break 
out, curtail it promptly? Many practical, pertinent sugges-' 
tions for overall hospital infection control are shown in the 
new motion picture produced by the U.S. Public Health 
Service, Communicable Disease Center. It’s called “Pre- 
vention and Control of Staphylococcal Disease”. We have 
a limited number of copies of this film which are available 
to you for showing at your hospital. Would you like to 
be among the first to see it? If so, please let me know. We 
will either mail it to you, or, if you prefer, arrange for 
our representative to assist you in setting up a meeting 
and in answering any questions you may have on specific 
problems. 


Often the question arises of just how effective routine 
disinfection of floors and furnishings is in reducing cross 
infection. A carefully controlled study on residual surface 
disinfection by Drs. Dunklin and Lester (Section of Pre- 
ventive Medicine, Department of Medicine, The University 
of Chicago) gives some specific answers. In a postopera- 
tive recovery room, routine use of our phenolic disinfect- 
ant, O-syl® on floors reduced bacterial contamination over 
90 per cent, in spite of continuous fresh contamination by 
patients or hospital personnel. Simultaneously, due to de- 
contamination of the floor area, the bacterial count of the 
environmental air was kept depressed as much as 50 per 
cent. (Dunklin, E. W. and Lester, Wm., Jr.: J. Inf. Dis. 
104:41, Jan., 1959. Klarmann, E. G.: Am. J. Pharm. 
131:36, Mar., 1959). Would you like the complete reports? 


Bacteriologic cultures made in the OR and nursery leave 
little doubt as to how great the staph dangers are in these 
areas, but no service can be considered completely free of 
staph. Investigations by Drs. Godfrey and Smith (Infec- 
tious Disease Division of the College of Medicine of the 
State University of Iowa) reveal some startling facts. The 
per cent of patients with known staph infections on various 
services were: surgery, 17%; orthopedics, 17%; pediatrics, 
15%; poliomyelitis and rehabilitation, 15%; medicine, 14%; 
dermatology, 13%; otolaryngology, 13%; urology, 4%. In 
one year, 536 autopsied deaths confirmed 4% directly due 
to staph and 14% hastened by it. (J.A.M.A. 166:1197, 
March 8, 1958) 





Sometimes it’s the seemingly small breaks in the chain of 
control which keep infection rampant in the hospital. One 
instance of this was brought out in a question at a con- 
ference on hospital infections held at Mercy Hospital in 
Pittsburgh early this year. Sister M. Eugene asked: “Our 
carriages from the operating room go out through the 
hospital into every area, even into the medical wards. When 





SECOND OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS 








INFECTION 


they come back the wheels are contaminated. Could you 
suggest a method to correct this?” Dr. Carl W. Walter’s 
answer was, “One can put down a polystyrene sponge 
saturated with one of the chlorinated phenolics. When the 
carriages are run over this, the wheels will be disinfected.” 
(Penn. M. J. 62:980, July, 1959) Any one of the L&F 
phenolic disinfectants—Amphyl®, O-syl®, Lysol®, or 
Tergisyl®—is suitable for this purpose. 


Cost of not improving control of staph infection comes 
high, even in sporadic cases. Dr. Koch and his co-workers 
answer their own question in the January 10th issue of the 
J.A.M.A. “What then is the effect of such cases occurring 
on a surgical service? The primary effect is economic, 
brought about by prolongation of hospital stay. For exam- 
ple, occurrence of cross infection of postoperative wounds 
in 18 of our patients resulted in a total increase in hospital 
stay of 432 days beyond the usual time required for hospi- 
talization, or a mean of 24 days per patient. The financial 
impact of such a situation is apparent.” 

Routine decontamination of floors and surfaces with 
phenolic disinfectants can be one of the most important 
economic steps in complete control of infection, as well 
as one of the most easily followed. Here’s why—it reduces 
the number of organisms available for dissemination by 
any route—nasal, contact, or airborne—in turn, reducing 
excess hospital days and thus reducing hospital operating 
costs. 





5 for eliminating staphylococci from 50 blankets: add 
1 gallon of Amphyl®to 100 gallons of water, rotate for 3 
minutes, soak for 10 minutes, add soap or detergent and 
follow usual washing procedure. If residual antibacterial 
effect is desired, add 1% Amphy] to last rinse. 


May we help with some unique infection problem in your 
hospital? Although we realize that disinfection is only one 
part of the complete control program, as you know, it is 
an important one. Perhaps our long experience—this is our 
85th company birthday—will be useful. Our research lab- 
oratories and technical advisors are ready to help and I, 
personally, would like very much to hear from you. And, 
of course, samples of any or all of the products mentioned 
are yours for the asking. 


Felix M. Bronneck, Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
445 PARK AVENUE, NEW YORK 22, NEW YORK 
© L&F 1959 












2S 
rs 


1g 
“ 
N- 
ds 
al 


al 


nt 
‘Il 
es 
yy 
1g 
1g 


ld 


id 
al 


am FR wes 


= 





OCTOBER, 1959 





G. M. MARSHALL 
Publisher 


Editorial Staff 
MARIE JETT 
Editor 


J. ELIZABETH THORSON 
Managing Editor 


ELLEN L. DAVIS 
Feature Editor 


JOHN G. STEINLE 
Consulting Editor 


J. F. FLEMING, M.D. 
Medical Editor 


SARAH McCOLLUM 
Editorial Assistant 


ANNA MAE MULL 
Production Assistant 


Business Staff 


GUNHILD MOBERG 
Business Manager 


MARCELLA SKANDIS 
Assistant to the Publisher 


JOHN HINSE, 
JOHN HOGENSEN 
Advertising Representatives 





OCTOBER, 1959, VOL. 37, NO. 10 


FEATURES 
19 Topics Reports on the AHA 

21 Nursing School Accreditation Issue Dominates 
Delegates’ Deliberation 
Alice R. Clarke, R.N. 

38 The British National Health Service 
State Sen. George R. Metcalf 

42 Has Your Hospital Had a Fire Drill Lately? 


William V. Mays 


44 Hospital Fire Fighting Course 
46 Do Reminders Help? 
Sister Marie Therese, R.N. 
48 Topics Goes On A Picnic 
CONSULTANTS 
50 Health Insurance Newsletter 
State Sen. George R. Metcalf 
52 Consultant’s Corner 
John G. Steinle 
55 Review of Hospital Lawsuits 
Leo T. Parker 
106 O.R. Question Box 
Carl W. Walter, M.D. 
DEPARTMENTS 
9 Scanning the News 
11° News Briefs at Press Time 
12 Calendar of Meetings 
37 Personality of the Month: Nathan W. Helman 


(Continued on page 7) 


Published monthly by HOSPITAL TOPICS, INC. Publication office: 30 West Washington St., 
Chicago 2, Ill. Telephone DEarborn 2-5148. 


Eastern Sales Office: 15 W. 44th St., New York 36, N. Y. Telephone OXford 7-5262. 


Subscription rates: one year, $4.50; two years, $7.00; three years, $9.00; single copy, 65 cents. 
Canadian and foreign subscriptions: one year, $5.50; two years, $9.00; three years, ¥13.00 single 
copy, 75 cents. Entered as second class matter at the Post Office, Chicago, Ill. Additional entry 
at Barrington, Ill. 


Change of address notices, undeliverable copies, and subscription orders 
should be sent to: HOSPITAL TOPICS, 30 West Washington St., Chicago 2, Ill. 








Announcing 


ALTAF 


a new member in the nitrofuran family 
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the first nitrofuran effective orally 


in systemic bacterial infections 
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The promise of 


ALTAFURL 


in clinical medicine 


Extensive laboratory and clinical investigative effort has been devoted to the screening and evaluation of 
nitrofuran compounds in the quest for agents with systemic antibacterial effectiveness. ALTAFUR is the achieves 
ment of this program. 


In vitro, ALTAFUR is effective against the following gram-positive and 


gram-negative organisms (isolated from clinical infections) : 


Organism Sensitive Resistant % Sensitive 
Staphylococci* 181 l 99.4 
Streptococci 65 1 98.5 
D. pneumoniae 14 0 100.0 
Coliforms 34 3 91.8 
Proteus 5 5 50.0 
A. aerogenes 8 0 100.0 
Ps, aeruginosa 5 4 59.5 


*Includes many strains resistant to antibiotics. 


As with other. nitrofuran compounds, development of bacterial resistance is negligible. 


Clinically, ALTAFUR has proven most effective in the treatment of a variety of conditions including pulmonary 
infections (pneumonia, empyema, bronchiolitis), upper respiratory tract infections, abscesses, cellulitis, pyo- 
dermas, septicemia/bacteremia and various wound infections. ALTAFUR has produced cures in 75% of cases, and 
significant improvement in 10%. 


To date, ALTAFUR has been used most extensively in staphylococcal infections with a cure rate of 66% and 


an improvement rate of 20%. Of particular importance, a number of these patients had not responded to 
previous therapy with antibiotics or other chemotherapeutic agents. 


In common with the other available nitrofurans, ALTAFUR has a low order of side effects. Nausea and emesis 
occur occasionally but these can be minimized or eliminated through dosage adjustment and by giving the 
drug with meals and with food or milk on retiring. In the two instances in which a neutropenia developed, 
ALTAFUR was not clearly implicated. There has been no cross-sensitization of patients with other antibacterials. 


The average adult dose is one 250 mg. tablet q.i.d. with meals and food or milk at bedtime. For severe staphy- 
lococcal infections, the dosage may be increased to approximately 30 mg./Kg. (13.5 mg./lb.) body weight 
per day, administered in four equally divided doses. The average length of therapy is five to seven days. 
Because this is a new drug, therapy probably should not be continued for more than 14 days except in severe 
or complicated cases, such as osteomyelitis, endocarditis, bacteremia (septicemia), etc. 

Additional information may be obtained from the Medical Director, Eaton Laboratories. 


ALTAFUR is available as quadrisected, chartreuse-colored tablets of 50 mg. and 250 mg. ALTAFuR Sensi-Discs, 
for bacterial sensitivity tests, are available from Baltimore Biological Laboratory. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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Olio Chemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
(A Division of Air Reduction Company, Inc.) 
MADISON 10, WISCONSIN 





EASIER 
HANDLING 


new DISPENSO-REEL ends 
kinking — ends unraveling 


Just open the improved plastic packet and spin off the 
length of suture strand needed. The smooth action of 
Dispenso-reel means fast, easy handling every time. A 
unique dispenser is available for convenient ligating with 
a continuous length of cotton, silk, or surgical gut. 


As always, TENSO-Pli sutures are strong, pliable and 
uniformly sized, with controlled absorption assured. 


For details please contact your !ocal Ohio Chemical Suture 
Specialist or write directly to our main office at Madison. 


Ohio Chemical Pacific Company, Berkeley 10, Calif. 
Ohio Chemical Canada Limited, Toronto 2, Ontario 
Airco Company International, New York 17, N. Y. 
Cia. Cubana de Oxigeno, Havana 


{All subsidiaries or divisions of Air Reduction Company, Incorporated) 
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@ After a first-hand look, and chats with 
representative Britons, State Sen. 
George Metcalf of New York, TOPICS’ 
monthly commentator on health insur- 
ance, summarizes what he observed 
about the British National Health 
Service. 


@ This month sees the completion of a 
ten-part series on “Training the Medi- 
cal Technologist.’’ Authored by E. E. 
Myers, M.D., director of the Myers 
Clinic-Broaddus Hospital School of 
Medical Technology, it reflects the 
pathologist’s immediate experiences in 
planning and successfully operating 
such a program. TOPICS reprints will 
be available for those who may have 
missed important sections — or may 
be interested in having a series as a 
reference. 


@ On the 40th anniversary of the Great 
Fire of 1871 Fire Prevention Week 
grew its first roots as an annual re- 
minder to all of the need for vigilance. 
Recognizing its special application to 
hospitals, TOPICS has this month dis- 
cussed testing the O.R. for safety 
against explosion and fire, planning 
rehearsal fire drills for your hospital, 
and one community’s program for 
training hospital employees to deal 
with fire emergency. 


@ A seasoned consultant in nursing or- 
ganization and frequent lecturer at 
nursing conventions, Janet Geister, 
R.N., has also spent 14 years as execu- 
tive and board member of the Ameri- 
can Nursing Association. She shares 
her specialty with TOPICS readers, this 
month. 


@ TOPICS’ cover montage is Mt. Sinai 
Hospital, Chicago. With one of the 
larger “‘service patient’ setups in the 
city, and a 1958 third-party paid defi- 
cit of $922,000 to underscore that 
fact, Mt. Sinai exemplifies the prob- 
lem of sincere hospitals everywhere 
under the strike threat. 





oe 


TOPICS makes a pre-strike 
visit to Nathan W. Helman, di- 
rector, Mt. Sinai Hospital, on 


page 37. 
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DARVON’ COMPOUND 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), 
alone and in combination, has been confirmed by more than a hundred in- 
vestigators in the treatment of over 6,300 patients. Under study were patients 
from every branch of medicine, including obstetrics, gynecology, surgery, 
orthopedics, and oncology. 


Consolidation of these reports shows that 5,663 patients (89.9 percent) ob- 
tained effective analgesia. The remaining 637 patients (10.1 percent) were not 
benefited. 


In the hospital, the use of Darvon and Darvon Compound provides the addi- 
tional advantage of convenience for the hospital staff. A narcotic prescription 
is not required; physicians may prescribe them without the need for special 
records or time-consuming bookkeeping. 


Each Pulvule® Darvon Compound provides: 


2S Se ee ee ee 32 mg. (approx. 1/2 gr.) 
Acetophenetidin ....... 162 mg. (2 1/2 grs.) 
i ere 227 «mg. (3 1/2 grs.) 
(acetylsalicylic acid, Lilly ) 

NI SE ie is, a, hah = sd He 32.4 mg. (1/2 gr.) 


Usual dosage: 1 or 2 Pulvules three or four times daily. 
Also available: Darvon, in 32 and 65-mg. Pulvules. 
Usual dosage: 32 mg. every four hours or 65 mg. every six hours. 


Darvon® Compound (dextro propoxyph and acetylsalicylic acid compound, Lilly) 











ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Motor-Driven Pump 
May Replace Heart 


An artificial heart will soon be de- 
veloped that may be placed inside 
the chest, replacing a hopelessly 
diseased human heart, according to 
Dr. W. J. Kolff, pioneer in the 
development of the artificial kid- 
ney. 

Dr. Kolff believes that a small 
motor-driven pump will replace 
the diseased heart. In the begin- 
ning two wires will come out of 
the chest that will be connected to 
a portable battery. The battery 
will last long enough to take the 
wearer either from one electrical 
outlet to another or to the cigar- 
ette lighter in his car. 


When the wearer keeps his bat- 
tery connected at all times, he will 
be safe even under conditions of 
power failure, and he will have 
four hours to go on the battery 
in the absence of other electricity. 


Groundhog Glands May 
Aid Heart Surgery 


One of the world’s strangest farms 
turns out a product no one knows 
how to use — extracts from a mys- 
terious gland in the front leg of 
the groundhog. 


A groundhog farm located near 
Port Colborne, Ont., supplies the 
extract to Dr. William Bigelow, 
Toronto heart specialist who thinks 
the groundhog may provide a new 
aid to heart surgery. He is trying 
to determine how the groundhog 
stays alive during the winter while 
it hibernates. 


Dr. Bigelow’s eventual aim is to 
find a technic which would arti- 
ficially hibernate humans to allow 
delicate heart surgery. He believes 
a sustained low body temperature 
such as the groundhog achieves in 
Its hibernation would open an al- 
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Scanning the News 
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X-rays and television have been combined by British researchers to enable doctors to view 
fluoroscopic images on television monitors under normal lighting conditions. Called the Marconi 
Image Amplifier, the equipment is manufactured by Marconi Instruments Ltd., St. Albans, 
Hertfordshire, England. The present model submits the patient to an already low x-ray 
dosage, but an add-on unit is planned which will reduce it even further. 


most unlimited field for such sur- 
gery. 

The gland on the hog’s leg is 
unknown in other animal types 
and Dr. Bigelow thinks it may 
hold the secret to the animal’s hi- 
bernating abilities. 


New Diagnostic Technic 
For Coronary Thrombosis 


Israeli scientists have developed a 
new technic for diagnosing coro- 
nary thrombosis. 


Dr. Jack Karpas, deputy director 
general, Hadassah Medical Organi- 
zation, Israel, said that the new 
technic often permits earlier di- 
agnosis than an electrocardiogram 
and that it also positively dis- 
covers whether or not a patient 
has had a heart attack — something 
not always possible with an elec- 
trocardiogram. 


The patient is given radioactive 
iodine by mouth. Blood clots in 


the coronary arteries take up the 
iodine and then can be seen with 
X-rays. 


Tranquilized Steers For 
Tastier Steaks 


Tranquilized steaks were preferred 
over nontranquilized steaks nearly 
three to one by 34 food editors who 
tested the two varieties. 


Twenty-four steers were given 
injections of an ethyl isobutrazine 
compound before shipment to a 
Kansas City slaughterhouse. Twen- 
ty other steers did not get the 
injections. 

The nontranquilized steers lost 
more weight and were more jittery 
in shipment than those that had 
been treated. 


Following the journey, a test 
meal was served and the food crit- 
ics decided they liked the tranquil- 
ized steak better. 

(Continued on page 60) 

















when LIFE hangs 


you can depend on me. 


I am a Gudebrod suture. That means I'm as 
dependable as a suture can be. 

I used to be just a mass of raw silk—the 
highest quality, you understand, but without 
much form. Then Gudebrod gave me the 
treatment—and what a thorough treatment it 
is—all rigidly controlled by their modern 
electronic equipment. 

And look at me now! I’m a suture that 
everyone on the O.R. staff likes. Surgeons 
find I follow their fingers so smoothly, so 
unobtrusively, their attention is never 


distracted. I’m always reliable. 

I am part of a large family, all made with 
the same care and high standards as I was. 
All of us—silk and cotton—come in a com- 
plete range of sizes, in nine different basic 
packages, so you can choose whichever you 
need for any requirement. Just write to 
Gudebrod—they’ll be glad to send full 
details. 

Tell your purchasing department to specify 
Gudebrod Sutures—you and your surgeons 
can depend on me! 


Gudebrod arcs. sux co. ie. 


Surgical Division: 225 West 34th St., New York 1,N.Y. « 
CHICAGO ° BOSTON 


Executive Offices: 12 South 12th St., Philadelphia 7, Pa. 
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News Briefs at Press Time 


FULL AMOUNT OF HILL-BURTON 
FUNDS TO BE APPROPRIATED 


Rumor that the administration planned to with- 
hold all Hill-Burton funds over $100 million for 
the coming year is unfounded, our Washington 
correspondent reports. 

Congress appropriated $186.2 million. The 
President signed the legislation, and while he 
criticized Congress for appropriating in excess of 
the amount requested, he does not plan to with- 
hold any funds. The rumor was that PHS had 
been authorized to allocate only $100 million 
to the states. 

With rising costs, according to Bureau of the 
Budget, $186.2 million is not excessive, in view 
of total hospital needs of the country. 


LEGISLATIVE DEVELOPMENTS IN 
FINAL DAYS OF CONGRESS 


House has agreed to Senate compromise on 
reduced authorization of $26 million to build or 
remodel 10 Army, Navy, and Air Force hospitals. 
Previously, House had rejected Defense Depart- 
ment request for $33.3 million. 

Other developments: 

e Congress has granted $9.5 million to Office 
of Civil Defense Mobilization. President Eisenhower 
had asked for $12 million. 

e Housing bill sent to White House authorizes 
mortgage insurance for proprietary nursing homes 
and retains section on housing for student 
nurses and interns. 


RESTORATION OF MEDICARE 
BENEFITS ANTICIPATED 


Restoration of some or all of Medicare benefits 
taken away a year ago is expected to be an- 
nounced around October 1. 

According to reports, elective surgery will 
be put back on the list, restrictions on out-patient 
care will be liberalized, and care of acute mental 
conditions (for a limited period) will be 
permitted. 


RADIATION PROTECTION DUTIES 
GIVEN TO HEW DEPARTMENT 


HEW Secretary Flemming estimates department 
will spend about $6 million in fiscal 1960 to carry 
out new responsibilities in radiological health 
Protection which President has given it. Expendi- 
tures will be divided equally between environ- 
mental health studies and therapeutic and 
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diagnostic services (latter under direction of 
National Institutes of Health). 

Responsibilities have been divided between 
PHS and FDA. Secretary Flemming is chairman 
of new Federal Radiation Council. 


SEVEN CITIES TO BE VISITED 
BY SUBCOMMITTEE ON AGING 


The Senate subcommittee studying problems of 
the aging population will hold hearings in these 
seven cities: Boston, October 13-14; Charleston, 
W. Va., October 21; Pittsburgh, October 23; 
San Francisco, October 28-29; Grand Rapids, 
Mich., November 16-17; Miami, December 1-2; 
and Detroit, December 11-12. 

A resume of subcommittee activities thus far 
appears in the AHA convention report (see 
page 28). 


BRIEF BRIEFS 


UMW Welfare and Retirement Fund spent 
$57,783,116 for medical and hospital services 
in fiscal year ended June 30. More than 7,000 
private physicians gave professional care on a 
fee basis. This is the largest number ever paid 
by the fund. 

— Average VA hospital patient load in July, 
1959, was 112,240, practically the same as 
July, 1958. 

— PHS will hold examinations November 17-20 
for career physicians, sanitary engineers, clinical 
psychologists, and occupational therapists. 
Application forms can be obtained from: Surgeon 
General, PHS, Department of HEW, Washington 
25, D.C. Forms must be returned by October 9. 

— Release of a live polio vaccine is still at 
least a year off, according to Surgeon General 
Burney. 

— Congressional hearings on administration of 
disability insurance provisions of social security 
program are scheduled to begin November 4. 

— Criticism of VA’s lack of policy in dis- 
seminating information gained through research 
in prosthetics is made in special report by patents 
subcommittee of Senate judiciary committee. 
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e 8- 9 Colorado Hospital Association, Antler’s 
Calendar of Meetings ier 


10 American Rhinologic Society, Belmont 


OCTOBER 6- 9 American Nursing Home Association, Hotel, Chicago 4 
Morrison Hotel, Chicago 
1 Hospital Association of Rhode Island, 11-16 American Academy of Ophthalmology 
Sheraton-Biltmore Hotel, Providence 7. 9 AHA Institute, Hospital Librarianship, and Otolaryngology, Palmer House, 
AHA Headquarters, Chicago Chicago 
5- 8 American Academy of Pediatrics, Pal- q ’ 9 
mer House, Chicago 12-15 American Association of Medica! Rec. 
8- 9 Arizona Hospital Association, Monte ord Librarians, Radisson Hotel, Minne. 
5- 8 AHA Institute, Nursing Service Super- Vista Hotel, Flagstaff apolis 
vision, Somerset Hotel, Boston 
5- 9 American Society of Anesthesiologists, 8- 9 Mississippi Hospital Association, Hotel 12-15 AHA Institute, Supervision, Henry Gro. 
Americana Hotel, Bal Harbour, Fla. Buena Vista, Biloxi dy Hotel, Atlanta, Ga. 





14-15 Indiana Hospital Association, Student 
Union Building, Indianapolis 


14-15 Vermont Hospital Association, 
Montpelier 


14-16 Saskatchewan Hospital Association, Bess. 
borough Hotel, Saskatoon, Sask., Can- 
ada 


15-16 Nebraska Hospital Association, Corn- 
husker Hotel, Lincoln 
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7 i ed 


15-16 Wyoming Hospital Association, Carbon 
County Hospital, Rawlins 


15-16 Association of Western Hospitals, Work- 
shop on Hospital Housekeeping, Hotel 
Multnomah, Portland, Ore. 


15-17 Academy of Psychosomatic Medicine, 
Sheraton-Cleveland Hotel, Cleveland, 0. 


16-18 American Association of Medical As- 
sistants, Benjamin Franklin Hotel, Phil- 
adelphia 


18-19 Catholic Hospital Association of South 
Dakota, Yankton 





18-23 American Society of Plastic and Recon- 
structive Surgery, Hotel Fontainebleau, 
Miami Beach, Fla. 


19-20 Idaho Hospital Association, Elks Lodge, 
| Boise 


~) 


‘Coens — | 4 19-20 Oregon Association of Hospitals, Coos 


Bay 





19-22 AHA Institute, Staffing Departments of 
Nursing, Radisson Hotel, Minneapolis 





NOW YOUP PAtieNts CAN SNACR | soos sowican rsic yooh Aussi 
‘ i Convention Hall, Atlantic City, N. J. 
and still Reep calories COWN | woos ceitenie ree! sso se 
. . 4 2 : . nee Hotel, Yosemite ar 
Ovaltine supplies extra nourishment — not excessive in calories — 
and is excellent for snacking or just before meals to help curb the 19-23 American Occupational Therapy Asso- ek 
° am m - > A ° ciation, Morrison Hotel, Chicago 
appetite. Ovaltine helps maintain satisfactory intake of essential y. 
food elements during the stress of dieting. | 20-21 North Dakota Hospital Association, 
: Minot 
Three teaspoonfuls of Ovaltine provide all of Ovaltine’s well- US 
known nutrition and add only 51 calories to the diet. 20-21 Sout Dakota Hospital Association, Pre 
ankton 
y ie Me , Sto: 
im the world’s most popular 20-23 British Columbia Hospital Association 
ew 2 fortified food beverage Hotel Vancouver, Vancouver, B.C. Zep! 
lle Canada 
Ovaltine Food Products, a division of The Wander Company, Villa Park. Fil. (Continued on page 14) 
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antibiotic resistant STAPHytococci are killed by 


Z = P : RA Ni in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 
Preoperative preparation e Scrub-up e Surgical dressings e Wound irrigation e Sterile 
Storage of instruments e¢ Furniture, wall, and general sickroom disinfection « Laundry 
Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
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CALENDAR OF MEETINGS 
(Continued from page 12) 


21-22 Washington State Hospital Asseciation, 
Chinook Hotel, Yakima 


23-25 American College of Cardiology, Ben- 
jamin Franklin Hotel, Philadelphia 


23-27 American Heart Association, Trade and 
Convention Center, Philadelphia 


25 American College of Osteopathic Hos- 
pital Administrators, National Institute, 
Statler Hotel, Los Angeles 


25-28 American College of Osteopathic Sur- 
geons, Statler Hotel, Los Angeles 


25-28 


26-28 


26-28 


26-28 


27-29 


American Osteopathic Hospital Associa- 
tion, Statler Hotel, Los Angeles 


Maryland-District of Columbia-Delaware 
Hospital Association, Hotel Shoreham, 
Washington, D. C. 


Ontario Hospital Association, Royal 
York Hotel, Toronto, Ont., Canada 


National Rehabilitation Association, 
Statler-Hilton Hotel, Boston 


Associated Hospitals of Alberta, Jubilee 
Auditorium, Edmonton, Alb., Canada 
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*,..80 you see, there is a nonstop flight to 
Pine Junction — via Everest & Jennings chair!” 


NO. 31 IN A SERIES 





E 














Elevating seat model lifts 
patient up for easier transfer 
to bed, car. Detachable 
Pump handle and arms. 


That “go-anywhere-do-anything” J 
spirit comes naturally to patients 
in Everest & Jennings chairs. 
Nurses, too, like their smooth, effortless 
handling. But even dearer to hospital 
hearts and budgets is the fact that 
these chairs practically refuse to wear 
out. In the long run, they cost you less. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. 
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28 


28-30 


29-31 


Pennsylvania Association of Hospital 
Auxiliaries, Hotel Sterling, Wilkes-Barre 


Missouri Hospital Association, Sheroton. 
Jefferson Hotel, St. Louis 


West Virginia 
Greenbrier Hotel, 
Springs 


Hespital 
White 


Associction, 
Sulphur 


NOVEMBER 


1- 5 


American Fracture Association, Roose- 
velt Hotel, New Orleans 


2- 4 Association of American Medical Col. 
leges, Edgewater Beach Hotel, Chicago 

2- 5 Interstate P.G. Medical Association of 
N.A., Palmer House, Chicago 

2- 6 AHA Institute, Hospital Engineering, 
AHA Headquarters, Chicago 

4- 7 American Association of Blood Banks, 
Edgewater Beach Hotel, Chicago 

5- 6 Oklahoma Hospital Association, Mayo 
Hotel, Tulsa 

8-11 Association of Military Surgeons of 
the United States, Mayflower Hotel, 
Washington, D.C. 

9-11 AHA Institute, Directors of Hospital 
Volunteers, Lake Tower Motel, Chicago 

9-13 AHA Institute, Physical Therapists, Rice 
Hotel, Houston, Tex. 

12-13 Kansas Hospital Association, Town 
House Hotel, Kansas City 

12-14 Virginia Hospital Association, Hotel 
Chamberlin, Fort Monroe 

12-14 American Surgical Trade Association, 
Chase Park-Plaza Hotel, St. Louis, Mo. 

12-15 American Medical Women’s Associa- 
tion, Arlington Hotel, Hot Springs, Ark. 

15-20 Radiological Society of North America, 
Palmer House, Chicago 

16-19 AHA Institute, Central Service Ad- 
ministration, Lake Tower Motel, Chi- 
cago 

16-19 Southern Medical Association, Munici- 
pal Auditorium, Atlanta, Ga. 

16-20 American Association of Inhalation 
Therapists, Benjamin Franklin Hotel, 
Philadelphia 

29-30 American College of Chest Physicians, 
Dallas, Tex. 

DECEMBER 

1- 4 A.M.A. Clinical Meeting, Dallas, Tex. 

3- 4 Hospital Association of Hawaii, Hawai- 
ian Village, Honolv!u 

3- 4 Illinois Hospital Association, Abraham 


Lincoln Hotel, Springfield 
(Continued on page 16) 
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the better the case for T.E.D. 
Compression Stockings 


Where T. E. D. Compression Stockings 
are in common post-operative use — 
hospital fatality rates due to 
pulmonary embolism are uncommonly low.’ 


The steady, uniform pressure of T.E.D. Compression 
Stockings can be applied even by an unskilled nurse’s aid. 
And you’re confident the over-all compression is 

between 10 and 15 mm. of mercury—the ideal range in 
prophylaxis for thrombo-embolic disease. 


The caliber of deep leg veins is reduced enough to accelerate 
blood velocity so as to discourage thrombus formation. 


T.E.D. 


COMPRESSION STOCKINGS 
Bauer « Black 


DIVISION OF THE KENDALL COMPANY 
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Recent Literature 
on Thrombosis 
and Pulmonary Embolism 


Paulsen, P. F.; Creech, O., Jr., and 
DeBakey, M. E.: Observations on 
the Venous Circulation Time in the 
Lower Extremities: Effect of Eleva- 
tion and Compression Bandages, 
Surgical Forum, Clinical Congress 
of the American College of Surgeons 
$2137, 1955. 
. DeLaughter, G. D., Jr.: Embolism, 
Pulmonary, in Conn., H. F.: Current 
Therapy 1958, Philadelphia, W. B. 
Saunders Company, 1958, p. 83. 
. Wilkins, R. W.; Mixter, G., Jr.; 
Stanton, J. R., and Litter, J.: Elastic 
Stockings in the Prevention of Pul- 
monary Embolism, New England J. 
M. 246: 360 (Mar. 6) 1952. 
. Wilkins, R. W., and Stanton, J. R.: 
Elastic Stockings in the Prevention 
of Pulmonary Embolism, New Eng- 
land J. M. 248:1087 (June 25) 1953. 
. Bang, N.; Iversen, K., and Schmidt, 
H.: Thrombo-embolic Pulmonary 
Diseases Illustrated by Clinical Ex- 
amination and Autopsy Findings in 
Larger Hospital Material, Nord. 
med.: 60:1413-1416 (Oct. 2) 1958 
(In Danish) (Stockholm). 
. Hunter, R. B.: Pulmonary Embo- 
lism, Brit. M. J. 1:1424 (June 11) 
1955. 
. Parker, M. P., and Smith, J. R.: 
Pulmonary Embolismand Infarction. 
A Review of the Physiologic Conse- 
quences of Pulmonary Arterial Ob- 
struction, American Journal of Med. 
p. 402 (Mar.) 1958. 
. Macleod, J.: Pulmonary Embolism, 
J. Roy. College of Surgeons of Edin- 
burgh 1:213 (Mar.) 1956. 
. Houston, A. N.; Roy, W. A., and 
Faust, R. A.: Thrombophlebitis of 
Superficial Abdominal Veins, J. A. 
M. A. 166:2158 (April 26) 1958. 
. Marino, D. J., and Fuchs, M.: Path- 
ogenesis, Diagnosis, and Manage- 
ment of Thrombophlebitis, Geriat. 
13:307 (May) 1958. 


FOR COMPLETE LITERATURE 
on thrombo-embolic prophylaxis using T.E.D. 
Compression Stockings, fill in and mail this cou- 
pon to: 

BAUER & BLACK 


Dept. HT-10, 309 W. Jackson Bivd. 
Chicago 6, Ill. 


Name 





Address 








City Zone___State 
(PLEASE PRINT) 
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CALENDAR OF MEETINGS FEBRUARY MARCH 
(Continued from page 14) 





3- 6 American College of Radiology, Roose- § = 13.18 National Health Council, National 
velt Hotel, New Orleans 


3- 4 Florida Hospital Association, Robert Health Forum, Miami, Fla. 


M Hotel, i 16-18 Nati | Association of Methodist Hos- 
eyer Hotel, Jacksonville shih alk Homes, Deshler-Hilton Hotel, 19-24 American Academy of General Practice, 


26-31 American Association for the Advance- Columbus, O. eee 
ment of Science, Chicago 








16-19 American Protestant Hospital Associa- 21-24 Southeastern Surgical Congress, Roose- 
tion, Deshler-Hilton Hotel, Columbus, O. velt Hotel, New Orleans 






1960 MEETINGS 


JANUARY 22-25 Association of Operating Room Nurses, 24-26 Louisiana Hospital Association, Belle- 
Statler-Hilton Hotel, New York City 






mont Motor Hotel, Baton Rouge 






23-28 American Academy of Orthopaedic 25-27. American Orthopsychiatric Association, 
Surgeons, Palmer House, Chicago Inc., Sherman Hotel, Chicago 28-31 Southwestern Surgical Congress, Rivi- 
era Hotel, Las Vegas 













American College of Obstetricians and 





Gynecologists, Netherland Hilton Hotel, 






Cincinnati 










3- 6 American Surgical Association, The 
Greenbrier, White Sulphur Springs, W. 
Va. 


















International Anesthesia Research So- 
ciety, Shoreham Hotel, Washington, 


D.C. 






4- 9 American College of Physicians, Mark 









































Hopkins & Fairmont Hotels, San Fran- 
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26-29 Industrial Medical Association, Roches- 
ter, N.Y. 


27 New Jersey Hospital Association, Con- 
vention Hall, Atlantic City, N.J. 





27 Hospital Association of New York 
State, Convention Hall, Atlantic City, 
N.J. 

Exclusive ‘‘Sintered-Finish A 


UALITY ale L 4-5 Olaal-telo mb aalale (1) 27 Hospital Association of Pennsylvania, 
8 ways better | 


Convention Hall, Atlantic City, N.J. 


Your hospital can save 27-29 Middle Atlantic Hospital Assembly, Con- 
° 
VALUE ip fo sa» Wares vention Hall, Atlantic City, N.J. 
Omega SSaalale ls NY-laalas 


28-30 American Association of Pathologists No 
and Bacteriologists, Hotel Peabody, 85 
Memphis, Tenn. 


= all 
MAY . 
INTERCHANGEABLE | tic, 
HYPODERMIC 1- 2 American Society for Clinical Investi- 
SYRINGES gation, Haddon Hall, Atlantic City, y 
-” 85 N. J. sca 
3- 6 Southeastern Hospital Conference, lon 
Deauville Hotel, Miami Beach, Fla. for 


“ 3- 5 Society of Pediatric Research, New 


Ocean House, Swampscott, Mass. 


5- 6 American Pediatric Society, New Ocean 
House, Swampscott, Mass. 


| 30-June 2 American Orthopedic Association, 


The Homestead, Hot Springs, Va. 


H | 
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Another New Private Room Grouping in Teakwood Grain Farlite 
(designed by Raymond Loewy) 


Here is another beautiful private room featuring the new Hill-Rom 
No. 8500 Grouping designed by Raymond Loewy and finished in No. 
85 Teakwood Grain Farlite. The bed, beside cabinet and straight chair 
ail share in the beauty and utility of this high pressure laminated plas- 
tic, combined with Satin Stainless and Loewy Charcoal. 

As in all Hill-Rom designs, every item in this grouping has been 
scaled down to appropriate size for today’s small hospital rooms. No 
longer is it necessary to crowd these small rooms with furniture designed 


for the larger rooms of several years ago—another ‘‘Hill-Rom First.” 


Included in the above room scene are: No. Lamp. This furniture is ample for a room 
85-65 All-Electric (Push-Button control) Hi- with a built-in wardrobe dresser. If drawer 
low Bed; No. 8503 Bedside Cabinet; No. space is required, we offer No. 8526 Chest 
85-614 Overbed Table; No. 8507 Straight Desk. Catalog picturing and describing all of 
Chair; No. 8508 Arm Chair, and No. 306 these items will be sent on request. 


HILL-ROM COMPANY, INC °° BATESVILLE, INDIANA 
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private room convenience and 
appearance in semi-private rooms 


Typical floor plan of suggested screening 
arrangement for semi-private room. Each 
bed can be entirely closed, thus giving 
both patients complete privacy—an ad- 
vantage not obtainable with a single track 
installation. 





















“PERFECTED” CUBICLE SCREENING 


... for wards, semi-private rooms, dressing rooms 
































Hill-Rom Screening gives privacy and convenience to semi-private rooms and 
wards. It does this without detracting from the appearance, as shown in the 
above picture. This bright, cheerful ward is completely equipped with Hill-Rom 
Screening, but when the curtains are not drawn the screening equipment is 
hardly noticed. No unsightly posts or pipes—no floor obstructions—maxim um 
working area for doctor and nurse. 

The same efficient “‘I’’ beam track system is available in a choice of installation 
methods. Suspended or surface mounted screening for existing or new areas. A 
proven Recessed-in-Ceiling cubicle when desirable for new construction. All types 
assure smooth, quiet, trouble-free performance and are immediately available in 
standard units which permit proper screening of any size or shape rooms. 

Hill-Rom permanently flameproof Safety Curtains provide the utmost pro- 
tection against fire, and are the ideal replacement for existing screening jobs. 
Even under intense fire the material in these curtains will not support a flame. 
It will only char. Even repeated launderings, with any type of soap or detergent, 
will not affect this flame-proof quality. Available in cream, peach, and green shades. 


Specifications and complete information on 
screening promptly sent on request. 


HILL-ROM COMPANY, INC. * BATESVILLE, INDIANA 
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reports on the 


AHA 


HE PROGRAM, the exhibits, and the over-90 

temperatures outside combined to keep AHA con- 
vention-goers in the New York Coliseum, once they 
came in—and over 12,000 hospital people did. 


When the registration desk closed, a new attend- 
ance record had been set: 18,069 (12,897 general 
registrants and 5,172 exhibitors). 


Some of the major problems for which the con- 
ventiongoers sought answers were named by new 
president Russell A. Nelson, M.D., director, Johns 
Hopkins Hospital, Baltimore, in his inaugural ad- 
dress. The AHA, he said, must face these problems 
in the coming years: . 


(1) Employee relations, unions, collective bargain- 
ing, and strikes: “Unionization, collective bargain- 
ing, and strikes will not become general in hospital 
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61st annual convention 
New York City, August 24-27 


affairs if our personnel practices are good and fair to 
employees. Hospitals have been making great strides 
in improving employment conditions and achieving 
better employee relations, but much more needs to 
be done — and will be done as hospital care becomes 
better financed.” 


(2) Nursing and nurse education: “The 1,000 hos- 
pitals with schools of nursing must, through some 
mechanism, have a fair voice in school accreditation. 
The National League agrees, and has agreed for some 
time — that hospitals should have some voice . 
The whole question is what is a fair and proper voice. 
We are pushing hard for much more authority; they 
want to give us a little.” 


(3) Hospitals, physicians, and medical practice: 


(Continued on next page) 

















AHA continued 


“Hospital doctors need more responsibility and au- 
thority in hospital affairs. Medical practice is and 
will continue to be more hospital-oriented. 


“Hospital-radiologists’ and pathologists’ disputes 
continue. We should recognize the basic professional 
and medical nature of these services and hospital de- 
partments. We must afford full medical-staff dignity 
to these doctors. However, we must remain firm in 
our resolve to continue these departmental activities 
fully in the hospital organization and under our 
boards of trustees.” 


(4) Hospital costs, Blue Cross, utilization and con- 
trols: “The potential effect of controls over Blue 
Cross is so sweeping that, in my judgment, the asso- 
ciation should put this as the number one priority 
for action,” Dr. Nelson said. 


Instead of going on the defensive when faced with 


public hearings on Blue Cross, he suggested, hospitals 
and Blue Cross should take advantage of the excellent 
opportunities to explain “the nature of our work, 
our needs, and our problems.” 


Below: When the temperature is over 90°, some brave men believe 
in dressing for comfort. One of these—shown here at the registration 


desk—was Tom Gallagher, a certified public accountant from Cleveland. 





The medical profession also needs to be better 
informed about the inherent dangers to medical prac. 
tice in controls of cost and use of Blue Cross, he 
warned. 


(5) Legislation, care of the retired aged, and the 
Forand bill: “We must vigorously push extension of 
voluntary insurance to cover adequately the retired 
aged, we must work to improve programs for the 
hospital care of the indigent aged, and we must study 
alternative legislative proposals that give assurance 
of the provision of care without destroying the volun- 
tary nature of our hospital services.” 

Following are highlights of sessions dealing with 
these and other important issues. 


The Future of Prepayment 

An “American Blue Cross’ which would offer a 
complete program of voluntary health services was 
proposed by John R. Mannix, executive vice-president, 
Blue Cross of Northeast Ohio, Cleveland. 

He suggested that the AHA take immediate steps to 
obtain a federal charter “under which the American 
Blue Cross would operate in the public interest.” 

Although he urged AHA leadership, he said em- 
phatically: “It is imperative that the American Med- 
ical Association and the American Dental Association 
be urgently requested to assume joint sponsorship.” 


Besides hospital, medical and dental representation, 
he said, the board of trustees of the American Blue 
Cross should include representatives of agriculture, 
labor, and management, “preferably appointed by the 
President of the United States.” 

The proposed federal charter, Mr. Mannix said, 
should provide that the purpose of the American Blue 
Cross is “to aid in the promotion and extension of 
adequate medical, dental and hospital care, education 
and research in the health field, and to provide ade- 
quate financing of these services.” 


He suggested that there be provision for the con- 
solidation of the activities of the Blue Cross Com- 
mission, the Blue Cross Association, and Health 
Service, Inc., with the American Blue Cross, and also, 
if the AMA cooperates, for the consolidation of the 
Blue Shield Commission and Medical Indemnity ol 
America with the new organization. 

He further suggested that the organization grant 
charters under which local, voluntary, nonprofit health 
plans would be licensed, and that local plans be given 
“a maximum degree of autonomy.” 


Benefits should be “in terms of hospital, medical 
and dental services, rather than on a cash indemnity 
basis,” Mr. Mannix declared, and there should be 
complete reciprocity of service benefits by all local 
plans. 

All hospital services for both inpatients and out- 
patients—and for all types of hospitalized cases should 
be included, he said, and no restrictions should be 
placed on x-ray, laboratory services, and drugs. 

He asked that consideration be given to the pro- 

(Continued on page 24) 
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Nursing School Accreditation Issue 
Dominates Delegates’ Deliberation 


By Alice R. Clarke, R.N.* 


Important issues came before the AHA’s House of 
Delegates in its three sessions, but none so pyrogenic 
as the resolution demanding a policy - making voice 
for the AHA representatives who serve on the National 
League for Nursing committee on accreditation of 
hospital schools of nursing. 


Again this year, nursing accreditation and the 
“ladies of the League” played to a full house — and 
apparently this time brought down the curtain on a 
surprise ending. At least it may have appeared that 
way to the chagrined delegates involved in the strug- 
gle for policy - making powers. 

Overshadowing all other delegate deliberations was 
the spirited debate which occurred when the recom- 
mendations from the review committee of the Council 
on Professional Practice reached the House floor 
for action. 

At the last AHA annual meeting, the House in- 
structed the AHA to establish an independent joint 
commission to accredit hospital schools of nursing as 
rapidly as feasible and to invite the NLN and the 
AMA to join in this commission. 


Since that time, the NLN has stated firmly and 
positively that the responsibility for the establishment 
of standards and improvements of nursing education 
rests with the NLN. In other words, the accreditation 
of all nursing - education progams is the business of 
the League, and it is not voluntarily giving it away. 
However, the League did approve of an NLN joint 
commission through which AHA representatives could 
work with the League in an advisory, not policy - mak- 
ing capacity on accreditation matters. 

The AHA members and staff working on this prob- 
lem of an accreditation commission in the past year 
anticipated that some delegates would not be over- 
joyed with the interim developments or the direction 
the AHA representatives had taken in attempting 
to carry out the 1958 mandate. Consequently, the open 
meeting of the review committee of the Council on 
Professional Practice, held prior to the House of 
Delegates’ first session, provided a preview in micro- 
cosm of what to expect when the whole delegate body 
reached the nursing accreditation item on its agenda. 

The complications in negotiating with the League 
following the 1958 House of Delegates stand were 
aired at this meeting. Several council members ex- 
pressed the conviction of the speaker who said: “I 
think we are not on sound ground to press for an in- 
dependent commission at this time, but we are when 
We press for improvement in accreditation.” 


A past AHA president called the 1958 action “pre: 





“Editorial consultant, Hillsdale, N. 5. 
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mature.” He reminded the group that the council 
had recommended an “exploration” of an indepen- 
dent joint commission. The House changed the rec- 
ommendation to a demand for action. “There are 
problems,” he said, “of commanding another organi- 
zation to give up its functions as we have done.” 

Dr. Thomas Hale, Jr., a New York delegate and 
the author of the controversial 1958 resolution, agreed 
that the burning issue this year was not so much the 
question of an independent commission, “but,” he 
said, “that the NLN give the AHA representatives a 
policy-making — not an advisory —voice in matters 
concerning accreditation procedures.” 

It was this issue that Delegate Hale brought to the 
1959 House in a form of a resolution. 


On the second day of the delegates’ session, the 
chairman of the Council on Professional Practice 
and a member of the review committee presented to 
the House a progress report and relayed the thinking 
of their groups’ members as it concerned the develop- 
ments and direction of the nursing - school accredita- 
tion negotiations since the last annual meeting. 


The delegates were told that while the council had 
been unable to accomplish their wishes as expressed 
in the action of the House in 1958, the review com- 
mittee was satisfied that the council, through its com- 
mittee on nursing, had “to the fullest extent possible, 
discharged the assignment it had been given, and im- 
portant progress had been made toward action de- 
signed to bring improvement to nursing accredita- 
tion which was felt necessary by the House of Dele- 
gates last year.” : 


The delegates were informed, however, that the uni- 
lateral action that they took in 1958 actually placed 
the council in “an awkward and difficult position.” 
The NLN did not appreciate the premature action 
that caused the AHA representatives to begin discus- 
sion with a mind-set that the solution must be an in- 
dependent commission. The League believed that 

(Continued on next page) 


During delegates’ session: Ray M. Amberg (1), AHA president; Robert 
T. Sherman, Chicago, the association’s legal counsel; and Edwin L. 


Crosby, M.D., AHA executive director and this year’s recipient of 
the distinguished service award. 
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DELEGATES continued 


such “definitive action should follow, not precede, 
the exploratory discussion.” 


With this verbal reprimand, the council's recom- 
mendations were read to the delegates. The recom- 
mendations presented in the over - all motion stated: 
“That a committee on accreditation of hospital 
schools of nursing be established within the NLN, 
composed of 14 members, seven from the NLN and 
seven from the AHA.” The purposes of the NLN com- 
mittee would be to recommend means of improving 
and simplifying procedures of accreditation of hos- 
pital schools, and of stabilizing adequate financing 
of the accreditation program. 


To accomplish this, the committee would receive 
informational reports and recommendations from the 
board of review, study current accreditation objectives 
and policies, consider, and make recommendations on 
accreditation problems, procedures, and policies to 
the NLN board. 


The committee would also serve as an interorganiza- 
tion committee of the AHA and NLN to explore 
new accreditation approaches and recommend such 
to the joint committee of the NLN and AHA boards 
for consideration by them. 


To these recommendations were added four pro- 
visos by the AHA Board of Trustees: 


(1) That the committee on accreditation of hospital 
schools of nursing be appointed and begin meeting 
by January 1, 1960; 


(2) That the interorganization committee be ap- 
pointed and become operational within 1960 in order 
that a proposal for new approaches to accreditation 
of hospital schools might be presented to the AHA 
House of Delegates at its 1960 meeting in San Fran- 
cisco, and to the membership of the NLN at the 
regular annual meeting in 1961; 


(3) That the recommendation of the NLN-AHA 
ad hoc committee to develop a proposal for accredita- 
tion of hospital schools of nursing be referred to 
the interorganization committee for its guidance; 
and 


(4) That the AHA nominate the seven representa- 
tives of the AHA to the committee on accreditation 
of hospital schools of nursing.* 


Action started among the delegate body as soon 
as these recommendations were put before it for a 
vote. Delegate Hale from New York sent off the 
first salvo when he proposed an addition to the 
board’s four provisos. The Hale amendment asked 
that the seven representatives on the NLN committee 
on accreditation of hospital schools be given a policy- 
making voice or the AHA would terminate its 1953 
accreditation agreement with the NLN in August, 
1960, and establish an independent commission. 


In presenting this amendment, Dr. Hale described 
its function as “putting teeth” into the recommen- 


*Recommendations made to the AHA and the NLN boards after a 
meeting of the joint committee of the boards on August 3, 1959, and 
approved by the AHA board on August 22, 1959. They have not been 
acted upon by the NLN board as yet. 
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dations before the delegates. He conceded that maybe 
an independent commission was not essential and 
maybe it was impossible for the NLN to accept 
such a proposal according to its bylaws; therefore, 
he could see the committee functioning within the 
League, but believed the AHA representatives should 
not be bystanders, but should have a_ policy-making 
voice. 

“They say that in marriage,” quipped Hale, “a 
man and woman become one. It isn’t a question 
of becoming one in this case, but which one.” He 
continued, “We don’t feel that the AHA should 
run the accreditation committee, but we feel that 
there should be a voice in the policy-making so that 
our members can be heard.” 


His proposed amendment revealed a sharp divi- 
sion in the House. The debate continued for almost 
an hour while the conservative element among the 
delegates urged moderation and extolled the merits 
of the slower, steadier approach rather than a crash 
program. 


A delegate-at-large agreed that what the AHA 
wanted was a policy-making voice, but he thought 
the association “might stub its toe on the word 
‘policy’ as opposed to ‘advisory’. He pointed out 
that the cquncils of the AHA are not policy groups, 
that everything the councils do has to go to the 
board for approval. 


Others among the delegates were of a different 
frame of mind. They wanted no concessions and 
vigorously denounced the NLN as_ uncooperative 
and unwilling to enter into any kind of agreement 
with the AHA for joint accreditation purposes. 


Delegate Norman Brown of New Hampshire re- 
flected the thinking of these delegates in his dis- 
cussion from the floor: “Many of us who have read 
the progress report have seen we have made prog- 
ress chiefly by concessions—concessions on the part 
of our association rather than the League. And to 
some of us these concessions were made over our 
strenuous objections. The League has insisted that 
the accreditation program remain within its organi- 
zational structure—and on this we are reluctant to 
yield. . .” 

“I realize that we are being urged not to upset 
the apple cart and I’m not an apple-cart upsetter, 
but I don’t hesitate when there is no fruit in it. 
The League has been unyielding in giving policy- 
making powers to the AHA representatives on the 
accrediting committee. I believe it should be ob- 
vious from last year that we must have policy-making 
powers on this committee.” 


Illinois delegate Leon Pullen contributed his 
thinking to the discussion when he said: “I believe 
the ultimate answer is the independent joint com- 
mission. I believe the proposal being made now is 
one of interim standing, that ultimately the inde- 
pendent commission must come about.” 


A delegate who spoke in opposition to the Hale 
amendment remarked that he believed the review 
committee had completed its job and that its mem- 
bers had done everything that reasonable people 
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listening intently to discussion during delegates’ session were (in 
foreground): Msgr. Robert A. Maher (I.), director of the department 


could do. He recommended that the delegates go 
along with the recommendations as is. He made 
another statement that, considering what happened 
later, must have been lost to the delegates. He 
said: “I have studied the League’s organizational 
chart and it seemed to me that the only way AHA 
could actually formulate policy would be to have 
members on the League board of directors.” 

The debate, seesawing between the vocal partisans 
of each side, was finally interrupted when Marion 
Sheehan, R.N., acting director of NLN, was called 
upon to answer a few questions. (While listening 
to Miss Sheehan’s soft voice answer questions direct- 
ed to her, it must have been difficult for the dele- 
gates to keep in mind the picture that had been 
drawn for them of the arrogant, unyielding, deter- 
mined “ladies of the League.”) 


Then . . . suddenly the blow fell. Even though 
it was delivered by a velvet glove, the League scored 
by a technical knockout. 

It happened as Miss Sheehan talked. One of her 
statements had evidently gone unheeded until an 
Illinois delegate, who obviously had been listening 
intently, asked if he had understood her correctly 
when she said that under the present League struc- 
ture, Dr. Hale’s amendment could not be imple- 
mented. Miss Sheehan repeated that only the League 
board made policies, and therefore the commit- 
tee could not establish itself as a policy-making group. 


At this point the delegates threw in the towel. 
The Hale amendment drew 15 votes out of a possi- 
ble 100, and those charged with the responsibility 
to continue the search for a solution to the nursing 
accreditation impasse undoubtedly breathed a sigh 
of relief. 

Prior to and following the nursing accreditation 
“go-round,” several other recommendations came 
before the House which the delegates handled with 
dispatch. 

The House approved a statement on collective 
bargaining (despite a request for a stronger and 
more effective statement) which (1) reaffirmed the 
association’s position that voluntary nonprofit hos- 
Pitals (should) continue to be exempt from the pro- 
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of health and hospitals, Diocese of Toledo, and Edwin B. Peel, 
administrator, Georgia Baptist Hospital, Atlanta. 


visions of the Taft-Hartley Act; (2) stated its belief 
that such hospitals should be exempt from all legis- 
lative acts requiring compulsory bargaining of hos- 
pitals with any group of hospital employees; and 
(3) reaffirmed its position in upholding a strong 
and positive personnel policy in hospitals, which 
provides that “modern hospital management is striv- 
ing to provide for all hospital employees, compen- 
sation, working conditions, and other personnel 
practices at least at the levels prevailing for equiva- 
lent work in the community.” 

Two other actions taken by the delegates and 
one by the Board of Trustees are worthy of note. 
The House adopted a set of revised and simplified 
bylaws, first presented a year ago, which: increases 
its number of delegates from 100 to 128; provides 
for a new type of institutional membership for in- 
patient facilities (nursing homes, primarily); and 
provides a new method of allocating delegates to 
Canada. 


Delegates also accepted a two-page statement on 
hospital-physician specialist relationships which in 
substance reaffirmed the AHA’s belief “that it is the 
right and responsibility of both hospitals and phy- 
sicians to develop, on the basis of local conditions 
and needs, any terms of service which are fair to 
patients and which are designed to provide high 
quality of care.”* 

A policy change by the AHA Board of Trustees 
reported to the House permits AHA listing of hos- 
pitals in which doctors of osteopathy are practicing, 
provided their work is under the general super- 
vision of doctors of medicine. Before this change 
in policy, the AHA required that all members of 
hospital staffs be doctors of medicine, thereby bar- 
ring from listing those hospitals which had osteo- 
pathic physicians on their staffs. 

This board action will affect the accreditation 
status of some hospitals that previously were not 
eligible for listing, because listing is a prerequisite 
for accreditation by the Joint Commission on Ac- 
creditation of Hospitals. 


*This is a unilateral statement, since the medical specialty societies have 
in all cases withdrawn support from joint statements once agreed upon by 
the AHA and certain specialty socicties, so that none is currently in effect. 
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Flags of many nations stand behind head table at international 
dinner. At end of table, on right: Ray E. Brown, superintendent, 


AHA continued 


vision of hospital benefits without time limitation, 
and that home-care programs be included. 


“The medical and dental services offered through 
companion medical and dental plans should be 
similarly comprehensive,” he emphasized. 


Reimbursement to hospitals “should be based on 
full cost of care with allowance for depreciation and 
should be in accordance with the principles of re- 
imbursement recommended by the American Hospital 
Association,” Mr. Mannix said. 


He suggested that the various specialty groups in 
each state medical and dental society recommend 
reasonable fees for each service “following a schedule 
of relative values already adopted in many states. Such 
fee schedules should cover full payment of care for 
all subscribers in the middle and low income groups.” 


“The question as to whether or not we are to have 
a governmental health system in the United States 
will be decided affirmatively tomorrow, unless the 
leadership of the American Hospital Association, to- 
gether with that of the American Medical Association 
and the American Dental Association, develops a 
nationwide alternative voluntary system today,’ Mr. 
Mannix warned. 


A similar warning was sounded by Stanley W. Mar- 
tin, president, Canadian Hospital Association, and 
executive secretary-treasurer, Ontario Hospital Associ- 
ation, Toronto, who reviewed the reasons for the 
development of the government-sponsored health in- 
surance plan in Ontario. 


“Many of our people and yours have seen the whole 
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University of Chicago Clinics, and Tol Terrell, administrator, Shannon 
West Texas Memorial Hospital, San Angelo, Tex. 


issue of health insurance as an ideological issue— 
private action versus government action. The people 
(in Ontario) generally, however, took a more prag- 
matic view and saw it primarily as a question of how 
do we get the job done. And because not enough of 
the fundamental hospital needs were being met 
through private action, the job is now to be done 
through that agency which the people control—their 
government. 


“Bold and decisive action on your part may circum- 
vent such a move here.” 


Mr. Martin listed several problems which he said 
he is convinced the voluntary prepayment plans will 
have to resolve if the voluntary system is to continue: 


(1) Coverage for the 20-35 percent of uninsured 
people, such as older persons and the indigent poor 
of all ages. 


(2) Quick and radical extension of benefits to 
include almost all inpatient and outpatient services 
traditionally provided through hospitals. 


“Attempted introduction of co-insurance, deducti- 
bles or restrictive contract clauses of any type is, in 
my opinion, leaning heavily against the wind of 
present public opinion. 

“Indemnity coverages which only pay a part of 
the charges for any hospital service provided have 
a tendency to instill in the minds of the patient 
(and insured) that such amounts are about what the 
charges for such services by the hospital should be,” 
Mr. Martin said. “For this reason, more difficulty is 
caused the hospital (and in some cases much greater 
criticism of charges made) through low limit coverages, 
than if the patients had no coverage at all.” 
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(3) Reduction of public criticism of rising hospital 
costs by everyone connected with hospital insuring 
agencies—Blue Cross, commercial carriers, or others. 
These persons, he said, should “channel their energies 
and influence to a positive program of convincing 
the people that comprehensive hospital coverage is 
worthwhile and well worth an apparently higher cost. 


“The more critical the greater public becomes 
about rising hospital costs, the quicker they will turn 
to that agency which they believe they control—their 
government—for radical correction of what they may 
believe is an unwarranted hardship.” 


The third speaker, Raymond F. Hosford, director, 
Lankenau Hospital, Philadelphia, described the Blue 
Cross reimbursement formula as “the most common 
source of abuse” in most areas. 


In most cases, he said, Blue Cross claims a wholesale 
price discount. “The wholesale price is unrealistic 
and should be discontinued as unjustified.” 


Blue Cross is also wrong, Mr. Hosford said, in 
refusing to allow any “loading” by the hospital to 
cover the loss it sustains in other than patient-care 
departments. 


He predicted: 


—Greater participation by hospitals in programs of 
health education, with the emphasis on prevention of 
disease. 


—Expansion of such arrangements as the Health 
Insurance Plan of Greater New York as a consequence 
of AMA liberalization of its attitude toward panel 
medicine. 


—Inclusion of mental illness in health insurance 
plans. 


—Increased demand for major medical coverage. 


—Increased demand for employer contributions 
toward employee health-insurance coverage. 


—Increasing trends toward co-insurance and deduct- 
ible features in health plans. 


—Greater resort by Blue Cross to such devices as 
merit rating for more careful utilization of benefits. 


—Greater resistance to reduced rates for Blue Cross 
and more insistence on Blue Cross sharing the cost 
of elements making up hospital deficits. 


—Increased use of the device of weighting health- 
insurance premiums of younger groups to make it pos- 
sible for health insurance to be paid up at age 65. 


—Some sort of legislative showdown on the problem 
of free hospital care for people over 65. 


Unions and Hospitals 


The official title of the session was a rather innocuous 
one — “Hospitals and Employee Groups” — but the 
meeting room was packed with people who knew the 
speakers would discuss hospital-union problems. 


Establishing a good grievance procedure for hospi- 
tal employees is probably the most important con- 
structive step which hospitals can take to discourage 
unionization of employees, said John V. Connorton, 
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executive director, Greater New York Hospital Asso- 
ciation, New York City. 


“Whether unions are in, out, or in the offing, you 
should immediately examine your grievance pro- 
cedure,” he advised. “Make sure that supervisors are 
giving a fair shake to the people down the line.” 


At the same time he recommended that all hospitals 
not paying a minimum of $1 an hour increase their 
salaries to that amount right away if they have the 
money. As of September 1, he said, all New York 
hospitals will be paying at least $1 an hour to un- 
skilled employees. 


“And remember that in 1960 the minimum will 
probably be $1.25 an hour — because it’s a presiden- 
tial year,” he predicted. 


Chronic underfinancing was the reason for the 
problems in New York hospitals which led to the 
strike in seven hospitals last May, Mr. Connorton 
said. Because hospitals were not paid enough by Blue 
Cross or welfare sources, they did not have enough 
money “to pay wages they sought to pay.” 


Hospitals should not depend on the courts and 
injunctions to prevent union organization, he warned, 
if the New York experience is any criterion. 


Public sympathy was with the New York hospitals 
at first, in Mr. Connorton’s opinion, because of the 
strike’s threat to the sick. But it shifted considerably 
to the employees when their low wages were pub- 
licized. 


“The many exemptions which hospitals today enjoy 
are the targets of labor on the march,” Richard P. 
MacLeish, executive director, Colorado Hospital Asso- 
ciation, told the same meeting. 


He reported how the Colorado legislature, in its 
closing sessions, repealed hospital exemption provi- 
sions of the Workman’s Compensation Act. 


“It now appears doubtful that full exemption can 
ever be reenacted,” he said, emphasizing the need 
for constant political vigilance. When asked whether 
he would advise a state hospital association to employ 
a lobbyist to “serve as a barometer” in the state legis- 
lature, he replied: 


“Legislators need good, sound advice. Save your 
money on barometers and get a very good legislative 
adviser who knows the temper of the times and the 
legislature — not someone just to keep you informed, 
but someone to get around and tell your side of the 
story.” 


Hospital Schools of Nursing 


“The diploma program in the hospital school of 

nursing has always been and still is the backbone 

of nurse education in the United States and Canada,” 

said panelist T. Stewart Hamilton, M.D.,* as he and 

Ruth Sleeper, R.N.,** shared their thinking on 

the place and future of three-year hospital schools. 
(Continued on next page) 








*Chairman, Council on Professional Practice, American Hospital Associa- 
tion; director, Hartford (Conn.) Hospital. 

**Director, school of nursing and nursing service, Massachusetts General 
Hospital, Boston. 
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AHA continued 


Miss Sleeper, convinced of the value of the di- 
ploma program, agreed with Dr. Hamilton but warned 
that those responsible for the three-year nursing 
schools must make many changes if the diploma 
programs are to hold respected places in the coun- 
try’s educational system. 

Unless changes are made, she said, “the hospital 
school will not continue to attract desirable candi- 
dates in sufficient numbers and a new system of 
preparing our nurses will be found.” 


“As educators of the largest number of profes- 
sional nurses, the diploma programs have several 
strengths and weaknesses,” Dr. Hamilton pointed 
out. He considered as strengths: 


(1) Their availability—“Today, diploma programs 
can admit close to 40,000 students annually, thus 
providing an essential part of the facilities available 
to the increasing numbers of young women who seek 
education beyond high school.” 


(2) The high quality of patient care the presence 
of these programs in hospitals almost inevitably 
engenders. 


(3) The moderate cost of the program to the 
students. “In few, if any, fields can a young woman 
obtain so valuable an education for so little cash 
outlay.” 


Their weaknesses he considered: (1) That they 
do not grant a degree; (2) That their program is 
long; (3) That the school is not the main interest 
of the sponsoring organization; (4) That they are 
costly to the hospital. 

“Were it not for costs,” Miss Sleeper commented, 
“I doubt whether the hospital administrator would 
care what methods the school employed so long as 
the school produced the desired supply of graduates 
and was a good school.” 


She prefaced this remark by the speculation that 
the root of differences in thinking lies in money— 
school costs and financing. The hospital administrator 
worries first about his budget; the nurse educator 
about the quality and quantity of the schools’ prod- 
ucts. 


“But blaming the system of hospital financing does 
not help, or does accusing the National League 
for Nursing of pushing standards of nursing educa- 
tion beyond reasonable limits,” she cautioned. “Basic 
to the success of the hospital schools of nursing will 
be the mutual desire to understand why the hospital 
school must change if it is to remain in the system 
of education for nursing; why education for nursing 
will—in fact, must—grow in cost; why our hospital 
schools will fail unless the top administration responsi- 
ble for them can give educated leadership; why 
the hospital administrator, represented collectively 
by the AHA, and the school director, represented 
collectively by the NLN, must work with under- 
standing and respect for their differences in objec- 
tives, program, and approach.” 


Miss Sleeper concluded her talk by speaking of 
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her concern over AHA emphasis on nursing educa- 
tion and the lack of attention to nursing-service 
problems. 


“We can understand,” she said, directing her re- 
marks to the hospital administrators in the audience, 
“your concern over the diminishing contribution of 
student nurses and the increasing costs of schools 
of nursing. We can recognize your concern over the 
lack of graduate nurses for employment. But we 
cannot understand your lack of concern for the needs 
of nursing service which are equally and_ perhaps 
more acute.” 


Relationships with Medical Specialists 


“We cannot afford the luxury of long-term disagree. 
ment in this important field,” F. J. L. Blasingame, 
M.D., executive vice-president, American Medical As- 
sociation, told the session on “Hospital-Hospital 
Physician Specialist Relationships.” 


He expressed the hope that AHA and AMA repre- 
sentatives would get together in the near future to 
define the issues and reach acceptable solutions 
wherever possible, “while continuing their study and 
joint review where impasse seems the only immediate 
possibility.” 

The AMA Judicial Council, he pointed out, has 
traditionally taken a more liberal attitude toward 
problems in these relationships than has the AMA 
House of Delegates, which amended the Hess com- 
mittee report in 1951 to include a statement that a 
physician should not serve a hospital or other cor- 
porate body if that body permitted the sale of his 
services for a fee. 


“In general, the Judicial Council has considered 
the Principles of Medical Ethics as the definitive 
document regarding these relations, and it has ad- 
judicated cases involving hospitals and physicians on 
the basis of the Principles of Medical Ethics rather 
than the 1951 version of the House-amended Hess 
report,” Dr. Blasingame said. 

A wide divergence of policy and attitude exists 
among state medical associations toward hospital 
practices regarding pathologists and radiologists, Dr. 
Blasingame emphasized, pointing out that relation- 
ships which have caused sharp conflict in some states 
have resulted in no conflict in others. 


Emanuel Hayt, counsel for the Hospital Associa- 
tion of New York State, made a similar statement 
regarding state policies on corporate practice of medi- 
cine. 


Although there have been very few court decisions 
on the corporate practice of medicine, he said, a num- 
ber of opinions are on record from the attorney 
generals throughout the country. These indicate a 
great variety of opinion from state to state. For 
instance, in California, it is not permissible for the 
hospital to bill in the physician’s name; in Virginia, 
the radiologist may bill if the patient is his own 
patient, but if the patient is referred to the hospital 
by another doctor, the hospital does the billing. 


In Wisconsin, recent legislation allows the hospital 
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to bill for the doctor if this is done with the consent 
of both patient and physician. 


Apparently the clash arises, Mr. Hayt commented, 
over how the dollar is to be distributed. 


He suggested that the AHA gather specimen con- 
tracts from hospitals throughout the country and 
prepare them in such a way that they would be 
helpful to the hospital trying to decide what system 
to use. Along with these samples, he said, should be 
information on legal decisions on the subject. 


Unless constructive action is taken to solve the 
present problems, Mr. Hayt said, “I can foresee that 
it is possible that the government will solve the prob- 
lem for you, as it has done in England.” 


Ray E. Brown, superintendent, University of Chi- 
cago Clinics, listed three “unique features” of the 
hospital’s relationship with physician specialists which 
he declared call for unique responsibility on the part 
of the hospital: 


(1) Freedom to set the fee by the hospital physi- 
cian specialist cannot exist, he said, because the hos- 
pital is responsible for the cost of hospital care. 
Furthermore, the hospital has created a “captive mar- 
ket” for the physician specialist, and he does not 
have to compete, as does the private practitioner, “at 
the market place.” 


(2) Freedom to determine the scope of service — 
equipment available, space to be devoted to the 
specialist’s activity, and personnel — must be re- 
stricted. When dollars and cents are involved, Mr. 
Brown explained, the hospital has to make a de- 
cision as to how resources can best be allocated. 


(3) Freedom of the physician specialist to deter- 
mine the salaries and working conditions of person- 
nel working in their departments cannot exist, either, 
according to Mr. Brown, because the hospital must 
have the final say as to allocation of resources avail- 
able, and it must avoid discrimination against other 
departments. 


“The hospital physician specialist is in every sense 
of the word a physician. Nothing should ever be 
done to minimize his freedom of judgment and free- 
dom in dealing with the patient. On the other hand, 
he is a doctor’s doctor. He is restricted in many de- 
cisions which he would like to make and which | 
grant do have an influence on the quality of care 
he is able to give,” Mr. Brown said. 

That the problems of these relationships “defy easy 
answer,” as Dr. Blasingame commented, was obvious 
when two administrators in the audience described 
their difficult local situations. 


In King County, Washington, which includes Seat- 
tle, the first speaker said, the county medical society 
has initiated a doctrine to the effect that the only 
ethical arrangement is the lease of the hospital space 
to the physician specialist, and that any physician who 
uses other arrangements is unethical and subject to 
expulsion from the society. 


Dr. Blasingame suggested that a physician who ob- 


(Continued on next page) 
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Above: Frank S. Groner (r.), AHA president-elect, and Mrs. Groner 
receive congratulations on Mr. Groner’s new position from Robin C. 
Buerki, M.D. (I.), executive director, Henry Ford Hospital, Detroit, and 
a visitor from Chile, Dr. Horowitz. Mr. Groner, administrator, Baptist 
Memorial Hospital, Memphis, Tenn., served last year as president, 


American College of Hospital Administrators. 





Above: Mrs. Ray M. Amberg (I.), wife of the outgoing AHA president, 
is shown at international dinner with Edna S. Lepper, R.N., associate 
director, nursing service, and Ruth Sleeper, R.N., director, school of 
nursing and nursing service, both of Massachusetts General Hospital, 
Boston. 





A reunion of Southern Californians at the TOPICS booth: Mrs. Leonard 
A. Ensminger, Leonard A. Ensminger, administrator, Torrance (Calif.) 


Memorial Hospital, and Robert E. Henwood, administrator, Desert 
Hospital, Palm Springs, Calif. 
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jected to this doctrine might appeal to the Judicial 
Council of the AMA, but the speakers agreed that 
it would be very unlikely that a doctor would risk 
censure of his colleagues by any kind of appeal. 


A South Carolina administrator reported that his 
hospital is at present involved in litigation with the 
local radiologists. ‘The trouble started when the pub- 
lic learned that the hospital radiologist was making 
$45,000 a year. Irate citizens passed a law limiting 
his income to $25,000. The hospital has found 
another radiologist who is willing to accept employ- 
ment at a salary of $25,000, but has been unable to 
employ him because the medical staff has joined forces 
to keep him out. 


A situation like this, Dr. Blasingame said, empha- 
sizes the fact that problems must be solved at the 
local level. Mr. Brown disapproved of the county's 
action in passing a law. 

“If we're ever going to settle this, it must be 
through a discussion of the issues,” he said. 


Care of the Aged 


Minnesota’s constructive program in state planning 
for the aging was described by Mrs. Walter W. Walker, 
chairman of the health committee, Governor’s Citizens 
Council on Aging, at the session on “Society’s Re- 
sponsibility for the Aged.” 


Minnesota was the third state in the nation to 
develop an interim commission to study the needs of 
the aging, Mrs. Walker pointed out. Its first com- 
mission, formed in 1951, was preceded only by those 
of New York and California. 


The state now has two groups concerned with prob- 
lems of the aging: the Governor’s Citizens Council 
on Aging and an interdepartmental committee, made 
up of representatives of all state departments con- 
cerned with matters of aging and service to the aged. 
Principal objective of the council is long-range plan- 
ning. Its 26 members meet monthly to consider prob- 
lems of older citizens, establish needs, determine 
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priorities, and recommend action where necessary, 
The governor's special assistant on aging is executive 
secretary of both groups. 


Members of the council’s health committee are 
from the medical profession, hospitals, nursing, 
nursing homes, dentistry, mental health, pharmacy, 
medical social work, insurance, and business. 


Four areas of need have been identified, and four 
subcommittees named to explore and make recom. 
mendations concerning these areas: (1) financing 
medical care, (2) classification of nursing homes, (3) 
rehabilitation, and (4) home care. Subcommittees 
have been instructed to complete their studies by 
March, 1960. Reports and recommendations will be 
presented at the third Governor’s Conference on 
Aging in September, 1960. This information will 
subsequently be assimilated into the report for the 
White House Conference on Aging in 1961. 


Last year the council sponsored 14 workshops and 
four institutes on various aspects of aging, Mrs. 
Walker said. Some of these were planned in conjunc. 
tion with local citizens’ committees. 


Ten percent of Minnesota’s population of 3,352,000 
is over 65. “Strangely enough, this exceeds either 
California or Florida,” Mrs. Walker pointed out. 
Forty-one percent of the $46,500,000 total welfare 
budget is spent for the aged. 


Cardinal Spellman, Archbishop of 
New York, addresses the Catholic 
sisters’ luncheon on opening day 


of convention. 


Reasons for the present problems with the aging 
were summed up as follows by H. L. Sheppard, re- 
search director, Senate subcommittee on problems of 
the aged and aging: 


“We are faced with a social problem because men 
and women in industrial society live longer than 
the technology needs them; because our families are 
not of the nature or size to provide substantially for 
their retired parents; and because the desire for a 
long and healthy life persists after retirement—despite 
the fact that the economy no longer needs them, 
despite the fact that the family is ill-fitted to meet 
their needs. 


“Older Americans, iike everyone else, have come 
to expect a decent level of medical care and health 
security.” 

The subcommittee was authorized to study problems 
of the aged, the programs of agencies dealing with 
them, the present role of the federal government in 
dealing with these problems, and any additional fed- 
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eral programs which should be undertaken to help 
solve the problems, Mr. Sheppard said. 


The study will include visits to a number of cities 
in many parts of the country, to talk with older people 
themselves and to learn first-hand about any new 
efforts to improve the lives of these people. The sub- 
committee’s report is to be presented to the Senate 
by January 31, 1960. 


So far the subcommittee has canvassed the views 
and recommendations of about 5,000 private and pub- 
lic agencies. About 50 private national organizations 
testified or submitted formal statements to the sub- 
committee in August. Testimony has also been ob- 
tained from economists, physicians, social welfare 
authorities, other experts in gerontology, and officials 
of federal agencies. 


Research in the Hospital 


Formation of an organization of physicians from 
private, non-university-affiliated hospitals to further 
research in these institutions was proposed by Robert 
§. Green, M.D., director, Memorial Heart Laboratory, 
St. Mary’s Hospital, Cincinnati, O. 


Dr. Green charged that “under existing circum- 
stances it is practically impossible to institute or 
sustain worthwhile research in private, non-affiliated 
hospitals.” 


He further charged, “Research has become a dis- 
guise whereby our medical schools obtain a major 
share of their operating budget from the Public 
Health Service and other sources.” 


Five years ago, Dr. Green said, the Memorial Heart 
Laboratory started submitting applications for grant 
support for research. 


“These projects were sound. The results have been 
published in journals and presented at multiple 
national meetings. As of today we have not been able 
to obtain one cent of grant support from any national 
agency. Our list of rejections is impressive.” 


In 1957, he said, all private, non-university-affiliated 
hospitals had only 32 representatives in the member- 
ship of the National Advisory Councils, study sections, 
and committees, and received support for only five 
research fellows and 165 research projects, of the 5,380 
projects for which funds were allocated. 


He suggested that the proposed organization work 
with the AHA and within the AMA to develop good 
research in ‘the relatively untapped and fertile field 
of private patient care,” and that the group present 
its problems to Congress. 


“I would like to see a definite sum of money ear- 
marked for research in private, non-affiliated hospitals, 
and I would like to see the allocation of these funds 
in the hands of responsible representatives who under- 
stand the problems of these institutions. 

“IT have a firm conviction that we could give the 
American taxpayer excellent, qualified research at 
one-third its present cost—that we could make $15,- 
000,000 do what $45,000,000 is doing today.” 


The concept that the organizational relationship 


which exists between research programs and hospitals 
is dependent upon the purpose of the hospitals was 
voiced by Robert E. Toomey, director, Greenville 
(S. C.) General Hospital. He suggested two main cate- 
gories of institutions: community service and educa- 
tional and scientific. In the community service cate- 
gory, he classified three types of hospitals: one with a 
single social purpose—providing patient care; one with 
an economic purpose—to sell hospital services to people 
who need them and can afford to pay for them (he 
placed the proprietary hospital in this category); and 
one with a dual purpose—sociological and educational. 


In the educational and scientific category, he named 
two major classifications: the university teaching hos- 
pital and the research hospital. Teaching has to be 
the primary function in the first type of hospital, he 
said, and next in importance comes research, followed 
by patient care. In the research hospital, research is 
of paramount importance. 


In the dual-purpose community-service hospital, 
Mr. Toomey said, assumption of research is not 
necessary to the achievement of its purpose, but the 
assumption may be made consciously with the knowl- 
edge that it will be of value in the achievement of the 
hospital’s educational purpose. 


From an organizational point of view, the major 
theoretical weakness of programs of research in non- 
university teaching hospitals is, according to Mr. 
Toomey, the fact that the research program may be an 
intermittent one “based not so much on the purpose 
of the institution, as on the availability of money, 
space, and people. 


“Functions which are assumed should assist in the 
achievement of the hospital’s purpose . . . It is known 
that research will enhance and increase the theoretical 
and practical knowledge of all those who are exposed 
to the research and to the results of the research. . . 
It is desirable, but must be weighed in balance, and 
if the desirable factors outweigh all other factors, 
then it may be assumed.” 


RESEARCH ON NURSING WARD 


The session on “Application of Research Findings 
to the Department of Nursing” heard Robert J. Con- 
nor, research assistant, operations research, Johns 

(Continued on next page) 





Admiring Coliseum mural showing skyline view of New York City are 
Philip J. Hall, assistant administrator, Barberton (O.) Citizens Hos- 
pital, Mrs. Hall, and their children, Ned and Jeffrie. 
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Hopkins Hospital, Baltimore, describe results of a 
work measurement study on a nursing ward at that 
hospital. 


“It was decided that if the number and kind of 
patients on a ward could be computed, work load 
and resources could be more intelligently matched,” 
he said. “Supplies, nursing help, and medical staff 
attendance were shown to be amenable to allotment 
once it was recognized that patients could be classified 
according to their needs. Hospital admissions could 
also be guided to distribute the patient-care load more 
equitably.” 

The study began with continuous, definitive ob- 
servations of patients. All operations were recorded 
in terms of time, personnel, skills, ete. 


From findings, a simple form was designed to 
evaluate patients in terms of what they can do for 
themselves. A self-help patient can get out of bed 
and can feed and bathe himself; a partial-help patient 
is not ambulatory but feeds and bathes himself; all 
others are total-care patients. If a patient needs suc- 
tioning or is isolated or incontinent, he drops down 
a class, Mr. Connor said. Emotionally disturbed pa- 
tients are given special consideration. 

Floor supervisors fill in a simple questionnaire 
related to their ward population, he explained. The 
data is analyzed daily at 4 p.m. by nursing adminis- 
tration and members of the research team, and results 
are circulated to all departments. 


“Linen distribution is among the practical appli- 
cations of the summary sheet,” Mr. Connor reported. 
“The housekeeper receives a summary sheet and from 
a standard table determines the linen need for each 
ward. Nurses no longer make out requisitions. Linen 
inventory has been decreased; poundage per patient 
day has dropped markedly.” 

Nursing service uses the summary to assign overtime 
and extra personnel, and the admitting officer uses it 
to guide admissions so as to create an even load on 
the wards. 


Medical Education 


“er 


The hospital is the main scene of medical education, 
and the scenery is as important in determining what 
the student will become as the formal curriculum of 
his studies,” J. H. F. Brotherston, M.D., dean of the 
medical faculty at the University of Edinburgh, Edin- 
burgh, Scotland, declared before a general session on 
“Future Concepts of Medical Education.” 


Dr. Brotherston pointed out some inherent dangers 
in the fact that the student’s professional behavior 
patterns are shaped by prevailing practice in hospi- 
tals: 


e The student who is educated to associate a certain 
set of surroundings with an ideal of good medicine 
and who then practices in quite different circum- 
stances, for which he has not been prepared, may 
assume that the different circumstances are therefore 
“bad medicine.” He may develop frustration and 
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perhaps even a kind of “veiled hatred” for the patient 
because he does not behave as he should—namely, the 
way he behaved in the teaching hospital. 


e Hospital procedures tend to shut out the kind 
of contacts, including the patient’s natural surround- 
ings, which make him really exist as an individual. 

Increasing awareness of the artificiality of the hos- 
pital environment, Dr. Brotherston pointed out, has 
led to the development of the concept of compre- 
hensive care, the primary objective of which is demon- 
stration of the care of the patient in his real-life 
situation, or something approximating it more closely 
than the normal hospital surroundings. 


Among other objectives, he said, are: teaching 
physicians to “live with” non-curable ailments, and 
thus enabling them to help the patients to live with 
such ailments; teaching the physician “to write and 
implement the social prescription as well as the 
pharmacopoeial recipe’; and providing opportunities 
for the student to develop mature attitudes toward 
practice and the doctor-patient relationship. 


In a panel discussion on medical education in 
hospitals, the role of the director of medical education 
was dealt with in various ways by all three speakers: 
David Littauer, M.D., executive director, Jewish Hos- 
pital, St. Louis; Henry S. M. Uhl, M.D., director of 
medical education and research, The Springfield 
(Mass.) Hospital; and Walter S. Wiggins, M.D., secre- 
tary, AMA Council on Medical Education and Hos- 
pitals, Chicago. 

“Directors of medical education can greatly improve 
the values of hospital educational programs to house 
officers and attending staffs,” said Dr. Wiggins. 


“As this approach grows more widespread, it is 
likely to have, in the hospital concerned, a significant 
and favorable influence.” 


Dr. Uhl, although agreeing with the desirability 
of having a director, cautioned: “By the time a 
hospital turns to a director of medical education as 
the salvation of its recruitment problem, it is already 
too late. 


“It may be,” he added, “that the institution of a 
director of medical education represents a transitional 
phase in the development of medical education. At any 
event, there is a need for lack of conformity, for wil- 
lingness to experiment, to try various expedients in an 
effort to arrive at a solution. Only by a willingness to 
experiment, probably, will any improvement in long- 
term goals be achieved.” 


He listed four essentials for a non-university hos- 
pital which seeks to offer a teaching program: 


(1) An interested medical staff; (2) an administra- 
tion and board thoroughly informed as to what is 
required; (3) an adequate bed capacity and case load; 
and (4) adequate facilities—at least a library in the 
hospital or accessible nearby; a clinical laboratory; 
facilities for radiology and EKG; teaching and exam- 
ining rooms; and an auditorium or conference room 
which may, if necessary, be shared with the department 
of nursing education. 


HOSPITAL TOPICS 








At ri 
Comn 
ACHA 
presic 
Burne 
Monic 
Evans 
City; 
Unive 
D 
the 
dire 
I 
exis 
pros 
. 
lead 
and 
pro} 
" 
witl 
fun 
deri 
to k 


bel 


Sess 
ical 


an 


ng- 


the 
ry; 
im- 
om 
ent 


ICS 










At right: Gunnar Gundersen, M.D., LaCrosse, Wis., first chairman, Joint 
Commission on Accreditation of Hospitals, receives honorary fellowship from 
ACHA president Anthony W. Eckert (r.). At left is Ray E. Brown, ACHA 
president-elect. Other recipients of honorary fellowships were: LeRoy E. 
Burney, M.D., surgeon general, U. S. PHS; Mrs. Chester A. Hoover, Santa 
Monica, Calif., chairman, AHA Council on Hospital Auxiliaries; Lester J. 
Evans, M.D., executive associate, The Commonwealth Fund, New York 
City; and Charles E. Prall, Ph.D., dean emeritus, Woman’s College of the 
University of North Carolina. : 


Dr. Littauer expressed similar sentiments regarding 
the role of the director, saying, ‘““The position of a 
director of medical education is not a panacea.” 


The concept, he continued, does not disturb the 
existing medical-staff structure; it insures a formal 
program and is not costly. 


“But it tends to attract young men not necessarily 
leaders in their fields; it is limited to the intern level, 
and can have no major impact on a residency training 
program. 

“It places great responsibility on an individual 
without awarding him corresponding authority to 
function. The chiefs of the clinical services do not 


derive their authority from him, nor do they report 
to him.” 


The important question, said Dr. Littauer, is: Have 
hospitals with directors of medical education been 
successful in attracting graduates of medical schools? 
If not, why not? 


He emphasized that students tend to select hospitals 
on the basis of such factors as: advice of counselors 
in medical schools; location and type of hospital; 
whether residencies are offered; whether the city or 
area is a good place to start private practice; word- 
ofmouth information from recent graduates; and 
specific content of the intern training program offered. 


He predicted that the number of hospitals abandon- 


ing their internship programs will increase in the near 
future. 





FOREIGN MEDICAL GRADUATES 

The percentage of candidates passing the screening 
examinations of the Educational Council for Foreign 
Medical Graduates has been rather constant—just 
below 50 percent—according to Dean F. Smiley, M.D., 
the council’s executive director, who addressed a 


session on “Hospitals and Graduates of Foreign Med- 
ical Schools.” 


OCTOBER, 1959 


On the stage usually occupied by divas of the 
Metropolitan Opera, ACHA dignitaries preside at 
annual convocation. Fellowships were conferred on 
110 persons. 


He noted that it would be difficult to have “strict 


compliance” by July 1, 1960, with the rule that only 
foreign graduates passing the ECFMG test will be 
house staff members in U.S. Hospitals. ‘““To meet the 
needs of the hospitals,” he explained, “we would need 
8,000 applicants for the examination in September, 
1959.” 


The number of physicians taking the examination 
increased from 298 on the first test, in March, 1958, 
to 1,772 in the examination last February. 


Although he predicted a shortage of house staff in 
U.S. hospitals for a year or two, Dr. Smiley had this 
optimistic comment: “As the number of candidates 
taking the examination increases, this shortage will 
be alleviated and the quality will be much better.” 


He also predicted that as additional experience 
with the examination is acquired, “the present prob- 
lem of some countries’ candidates falling below the 
average passing rate will decrease.” 


Corporate Giving 


A trend toward making contributions a company ac- 
tivity—a “regular part of the business’’—was reported 
by James C. Worthy, vice-president in charge of public 
relations, Sears Roebuck & Co., Chicago. 


“This points toward larger contributions, both in 
dollars and as a percent of net profit. The number of 
different types of causes supported should also increase. 

“Very few companies in any size-group expect a 
decrease in contributions during the next five years,” 
Mr. Worthy said. His statements were based on a 
recent study of corporate giving made by the Chicago 
chapter of the Public Relations Society of America. 


There is “increasing recognition among companies 
that the choice is not whether to contribute but rather 
how to contribute.” There is a trend also, he noted, 

(Continued on next page) 


31 




















AHA continued 


toward better management of contributions. 


The most generous companies, according to Mr. 
Worthy, tend to be the middle-sized companies (those 
with 500 to 1,000 employees), “who appear to have 
accepted the idea of giving but have not developed 
procedures, practices and policies that enable them to 
control their giving.” 

Three key problems were encountered by companies 
in considering giving to specific causes, Mr. Worthy 
said: 

(1) About half the companies reported that they 
had put off making a contribution to at least one 
organization “for fear of opening the door for requests 
from similar organizations.” 


(2) “Smaller companies, more often than larger 
companies, had doubts because of a concern about 
the authenticity of the organization making the request 
and further doubt about whether the contribution 
was an effective use of the company’s money.” 


(3) Over 94 percent of the companies reported 
pressure from influential persons “to secure contribu- 
tions for their favorite charity.” 


The need for resourcefulness in hospital fund- 
raising was emphasized by Benjamin J. Buttenwieser, 
chairman, board of trustees, Lenox Hill Hospital, 
New York. He mentioned that his hospital had re- 
ceived a large contribution from a manufacturer in 
the hospital field when the company was reminded 
that one of its products had been discovered there. 


Mr. Buttenwieser suggested that hospitals elsewhere 
seek a “specific reason, taken from the hospital’s his- 
tory,” as a basis on which to approach potential 
contributors. 


Legal Aspects of Pharmacy Practice 


In introducing the subject of the law of hospital phar- 
macy, Robert R. Cadmus, M.D., director, North Caro- 
lina Memorial Hospital, Chapel Hill, told the 
audience that hospital pharmacy is big business — and 
also a big professional problem. “We in hospitals 
need to clean house,” he warned, “for some things 
are being done in hospitals which are wrong.” 


Urging statesmanship and diplomacy over the next 
year or so on the part of hospital pharmacists, state 
boards of pharmacy, pharmaceutical manufacturers, 
and retail pharmacists, Dr. Cadmus commented, ‘““We 
still have to educate each other. It will be a difficult 
year ahead —a year in which we will need to co- 
operate.” 


The patient’s interest must be kept uppermost in 
mind in working toward mutually acceptable solu- 
tions to problems, Dr. Cadmus said. He then called 
on the drug and hospital publications “to be objec- 
tive, factual, and free from emotionalism, and to get 
together, for they have influence over the whole field.” 


“Some areas of human endeavor, such as the use 
of dangerous drugs, require regulations for the pro- 
tection of the people, but any set of regulations to be 
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truly effective must be technically correct, reasonable, 
understandable, and enforceable,” asserted Philip 
A. Austin, head, hospital and nursing home section, 
Washington State Department of Health, as he gave 
the two assumptions upon which the group coopera- 
tive action of his state is based. 


Mr. Austin reported how Washington went about 
getting standards and regulations that were accept- 
able to the two state agencies inspecting hospital 
pharmacies and pharmacists—the State Board of 
Pharmacy and the State Department of Health. 


After cooperative planning, the two agencies 
adopted, word for word, the same set of standards. 


The area which caused the most difficulty in reach- 
ing agreement in setting up these standards was that 
related to the nurse dispensing medications after the 
hospital pharmacy was closed. The procedure finally 
approved and included in the “Hospital Pharmacy 
Standards” stated that “in a pharmacist’s absence 
from a hospital, a registered nurse, designated by the 
hospital, may obtain from a hospital pharmacy stock 
of drugs such drugs as are needed in an emergency, 
not available in floor supplies (except narcotics and 
barbiturates), and the nurse, not the pharmacist, be- 
comes accountable for her actions. Only one reg- 
istered, professional nurse in any given eight-hour 
shift may have access to the pharmacy stock of drugs. 
A registered nurse is not permitted to compound or 
dispense drugs.” 


Mr. Austin pointed out, however, that it is neces- 
sary for nurses to dilute some medicine. “This,” he 
said, “does not prohibit an R.N. from making weaker 
aqueous solutions — neither does it prohibit her from 
adding sterile additives.” 


George F. Archambault, chief, pharmacy branch, 
Division of Hospitals, U. S. Public Health Service, 
launched into his paper with the advice that “if you 
can’t stand the heat, stay out of the kitchen.” Ob- 
viously the heat generated by any of the 10 contro- 
versial subjects he identified as ones which will come 
up for consideration in the next year could be con- 
siderable. 


These items were: formulary system; legal aspects 
of small hospital pharmacy service; after-hour phar- 
macy service; dispensing and compounding compared 
with administration; drug evaluation; state board 
supervision of hospital pharmacy practice; outpatient 
prescriptions, particularly in hospitals containing 
doctors’ offices; tax problems of gift shops and other 
money-making hospital enterprises; prescription re- 
fills, and need for cooperative action between groups 
concerned with hospital pharmacy practice. 


Medication Errors 


Studies of malpractice claims and suits against hos- 
pitals indicate that many of them arise out of medi- 
cation errors, according to August H. Groeschel, M.D., 
associate director of professional services, The New 
York Hospital, New York City. It was the matter of 
“how many” that was important to the three panelists 
who discussed this problem. In addition to Dr. 


(Continued on page 34) 
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The children’s social hour proved popular again this year. At 
right: A favorite activity was coloring. Gretchen Smith (I.), North 
Andover, Mass., and Missy Hanson were two who decided to 
demonstrate their artistic talents. 


Working on a jigsaw puzzle are (I. to r.): Kathleen Kinnane, Irving- 
ton, N.Y.; Tom Holmes, Winston-Salem, N. C.; Michael Heroman, 
Baton Rouge, La.; and Kevin Kinnane, Irvington, N.Y. In a separate 
room, there was dancing for the teen-agers. 
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Below: Shown at the international dinner are Stephanie Carrington, 
New York City, and Raymond Jefferson, administrative resident, U. S. 
PHS Hospital, Staten Island, N. Y. 





The occasion: the wives’ coffee hour. But J. Milo Anderson, adminis- 
trator, Strong Memorial Hospital, Rochester, N.Y., wanted a cup of 
coffee, and he persuaded Mrs. Reid T. Holmes to give it to him. 


For additional news 
of AHA sessions 
see Part Il of report 
in the November issue 
Below: George R. Darden, administrator, Highsmith Memorial Hospital, 


Fayetteville, N.C., brought his daughter, Carolyn, to the international 
dinner. 





OCTOBER, 1959 
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Groeschel, Muriel R. Carberry, director of nursing 
service, The New York Hospital, and dean, Cornell 
University-New York Hospital School of Nursing, and 
Robert C. Bogash, director, pharmacy department, 
Lenox Hill Hospital, New York City, discussed medi- 
cation errors, their probable causes, and _ possible 
guidelines and solutions. 


Said Dr. Groeschel: “At New York Hospital, for 
the calendar year of 1958, 389 or roughly 400 medi- 
cation errors of all types were reported. It is estimated 
that each patient averages about 20 orders relating 
to medication treatments each 24 hours, so that each 
24 hours there are for each patient an average of 20 
opportunities for medication errors. 


“New York Hospital has an average census of 900 
patients. There are 18,000 possibilities for error each 
day, or roughly 3,000,000 per year. Every time a medi- 
cation was administered the chances were one out of 
130,000 that it was an error. This is certainly not an 
impressive chance of error. The patient was taking 
a chance, but a very small one. 


“‘However, when a medication error does occur the 
individual involved doesn’t think of the statistics, or 
does his family or his lawyer. For this reason it 
behooves us to try to prevent every medication error.” 


Some of the comments volunteered by New York 
Hospital nurses who were involved in medication 
errors were: “Card system is confusing; easier to work 
from memory; in rush to care for another patient: 
doctors give too many verbal orders; groggy from 
overwork; brought in on relief — not acquainted with 
floor or patient’s needs — confused, doctors do not 
write clearly.” 


Mr. Bogash suggested that on the basis of this pre- 
liminary compilation several areas would be worthy 
of future study, such as: 


(1) Frequency and type of accidents involving re- 
cent graduates, nurses who were off duty for several 
days, and nurses transferred from an assignment to 
relieve on a busy unit. 


(2) Frequency and type of accidents occurring dur- 
ing the busy hours of rounds, and those resulting 
from chart inconsistencies such as: medication ad- 
ministered with order to wrong patient, wrong medi- 
cation to right patient, misinterpretation of orders, 
medication given at wrong time of day, medication 
administered after it was discontinued, medication 
ordered, but not given. 


(3) Frequency and type of errors resulting from 
improper labeling and misreading, or inadequate 
knowledge of generic nomenclature, and of errors 
involving private-duty nurses. 


One way in which pharmacists could give support 
to nursing would be to study the present methods of 
packaging, labeling, and dispensing medications for 
use on the nursing units, the panelist agreed. “Our 
present methods are at best only adequate,” said Mr. 
Bogash, “and it appears safe to say that these methods 
could be improved to provide medications which 
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could be positively identified until the moment of 
administration.” 


Prevention of Infections 

The last session of the convention drew probably 
the biggest crowd of all — a “full house” in the 
Coliseum’s Auditorium. The subject: “Prevention 
of Infections in Hospitals.” 


One unresolved issue in the problem of staphy|- 
ococcal hospital infections, according to Alexander 
D. Langmuir, M.D., is: How important is the in- 
fected person compared to inanimate environmental 
factors? 

“In favor of the infected person being a very im- 
portant factor, the evidence is convincingly real,” ce- 
clared Dr. Langmuir, chief, epidemiology branch, 
Communicable Disease Center, U.S. Public Health 
Service, Atlanta, Ga. “Same phage type infections 
are found in individuals associated with an infected 
person. Patients around a case of pyoderma soon 
develop sepsis.” 


“How important is the environment, and how far 
should the hospital go in sterilizing things?- To date 
the evidence of environmental infectivity is very im- 
pressive. How important air is, or dust on the floor, 
has yet to be determined with definitive evidence, 
but the fact that it is important is incontrovertible.” 


The work of hospital infection committees is crip- 
pled by a lack of facts, Dr. Langmuir said. 


“Good reporting is badly needed to compute the 
extent of a hospital’s infectivity. In modern obstetrical 
practice, one-half or more of all infants discharged 
develop infections after discharge. The infection 
usually spreads to other members of the family. For- 
tunately, the spread from family to family appears 
to be unlikely. 

“The problem was acute in 1955. It has increased 
substantially since, and there are no signs to suggest 
that it has been reduced,” Dr. Langmuir added. 


“Staphylococcal infection may turn out to be more 
lethal than scarlet fever or diphtheria, and only eternal 
vigilance on the part of everyone holds promise for 
control,” warned AMA president-elect E. Vincent 
Askey, M.D., second speaker on the panel. 


Physicians should serve on hospital infection com- 
mittees to help set the pattern for the programs for 
prevention and control of infections, Dr. Askey said. 
They must enforce committee rules, and should set 
a good example to personnel by their own adherence 
to those rules. 


To avoid resentment against conscientious physi: 
cians who demand enforcement of rules, Dr. Askey 
suggested rotating medical-staff members through the 
position of ultimate authority. 


Climax of the meeting was the showing of the 
film, “Hospital Sepsis: A Communicable Disease,” co- 
sponsored by the AMA, the AHA, and the American 
College of Surgeons and made possible with a grant 
from Johnson & Johnson, Inc. (For a preview of this 
film, see the September issue of HOSPITAL TOPICS, 
pp. 27-30.) 
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PERSONALITY OF THE MONTH 


ATHAN W. HELMAN, director of Mt. Sinai Hos- 

pital, Chicago, Illinois, was pegged appreciatively 
by one biographer as a “counsellor on the personal 
problems brought to him by the hospital staff.” 


To a man who directs a hospital which has seen 
the transition from a 60-bed neighborhood hospital 
serving the Jewish people almost exclusively, to a 
424-bed medical center serving everyone far and 
near, with its attendant growth in responsibilities, this 
attitude of warm humanity is not only a boon but 
a necessity. 


Mt. Sinai has had Mr. Helman aboard for 31 of the 
40 years it is celebrating this year. And it all hap- 
pened quite by accident, for the young student in 
accounting and business administration at North- 
western School of Commerce was studying in night 
school to become a CPA when he was recommended 
for a spot in accounting open at Mt. Sinai. 


Both the job and the certification as public ac- 
countant came to pass — the latter in 1931 — but, 
says Mr. Helman, by then he was thoroughly “in- 
fected with the virus of hospitals,” and so his stopover 
at Mt. Sinai became, instead, a dedicated career. 
Much of this dedication he makes a point of attribut- 
ing to the hospital’s board which takes an unusual 
and constructive interest in bringing out the best 
capabilities of the organization. 


A lesser board and a less devoted administrator 
might have permitted the hospital to lose itself in 
the neighborhood shift, which, like many another 
of our hospitals, has also come to plague Mt. Sinai. 
Opposite Chicago’s Douglas Park, and once the cozy 
hub of a prosperous middle class community, the 
hospital has had to face the influx of an unsettled 
and non-urbanized neighborhood, largely comprised 
of service patients. 


But the philosophy which Mr. Helman elucidates 
is a forthright one, which brings creativeness and 
growth from this change — and possibly even greater 
strides than the status quo would have brought. 


For the future Mt. Sinai is carving for itself its devel- 
opment as a medical center. Mr. Helman points out 
that the mere fact that a community moves does not 
mean that the hospital follows, since a hospital draws 
Its patients from the: entire metropolitan area. Pa- 
ents will come where they feel safest, and therefore 
to the hospital that offers the best. 


Mr. Helman thinks of a hospital’s “best” in ways 
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additional to physical plant and equipment, however. 
He sees a tri-partite unit comprised of service, teach- 
ing and research — the whole suffering from the ab- 
sence of any one. In line with this concept, as the 
base hospital for the Chicago Medical College, Mt. 
Sinai draws for its patients, interns and residents 
alike the benefits of having both the attending staff 
and a full-time teaching staff in the hospital. And 
the research center at the hospital joins with the 
teaching aspects to infuse “that additional spirit of 
care” so dear to the director. 

“The only favorites I have here are those who 
take care of the patients,” remarked Mr. Helman, 
and each class of nurses is tangibly reminded of 
this philosophy. One of three awards given at gradu- 
ation is the Esther Weiss Helman award for bedside 
nursing — to the girl who has best exemplified what 
she must have had in mind when she first came into 
nursing: tender, loving care for the patient. It is 
presented in memory of his late wife, through the 
good offices of family and friends. 


In 19__, Mr. Helman’s family of daughter, Mar- 
jorie, and son, Robert, were joined by the present 
Mrs. Helman, the former Gertrude (“Trudy”) Kane, 
and her daughter, Patricia. No one thought to ask 
whether Mrs. Helman shares her husband’s avid 
interest in bowling, but a recent issue of “The 
Chart”, Mt. Sinai’s house organ, gives away her 
interest in hospitals. A snapshot caught her serving 
punch to students in the school of nursing at the 
dinner dance given for them by the Patrons and 
Patronesses Committee — of which she is co-chairman. 


Against a backdrop poster of a medical technologist, Mr. Helman joins 
Dr. Israel Davidsohn, director of Mount Sinai Hospital’s School of 
Medical Technology, and chairman of the department of pathology, 
in congratulating Miss Lyra Van Wien on graduation day. 




















@ As a strong advocate of American health insurance 
plans, I was thankful for the opportunity this Spring 
to look in on Britain’s National Health Service pro- 
gram. I had wanted a personal glimpse to determine 
what application, if any, a plan of such magnitude 
might hold for the United States. 


After talks with representatives of the Conserva- 
tive and Labor parties, the British Medical Society, 
and the Medical Practitioners’ Union, my conclusions 
can be summarized as follows: 


The British do not expect this country to embrace 
their medical care plan in the near future. A pert 
little woman in Labor’s Transport House, Mrs. Peggy 
Crane, local government officer, told me it was a 
question of size, “Your country is too large and 
diverse.” 


Almost the identical sentiment was expressed by 


Dr. E. Grey-Turner, assistant secretary of the British: 


Medical Association, who even objected to the size 
of the British program. “In a small country, such 
as Denmark, which has a population of four million, 
or Belgium, with a population of nine million, the 
State is probably an efficient economic and adminis- 
trative unit. But in a country of fifty million, which 
is the population of Great Britain, the State as an 
administrative unit is neither economic nor efficient. 
It is ponderous, extravagant and wasteful.” 

And speaking for the Medical Practitioners’ Union, 
Dr. Bruce Cardew, secretary, declared, “The United 
States couldn’t possibly organize a federal plan on 
such a vast scale,” although, with a glance into his 
crystal ball, he did predict the logic of events would 
compel America to adopt such a plan “within half 
a century. 

Of course, the British plan is not health insurance, 
and it is a mistake for Americans to consider it in 


The money comes chiefly from three sources. The 
giant share (72 percent) falls on the Exchequer as a 
general tax on all Britons; this is followed by the 
employer-employee share contributed through Nation- 
al Insurance for all social benefits (14 percent); and 
finally, the charges for prescriptions, spectacles, den- 
tures, wigs and such (5 percent). 


Nor is the end in sight. As one British physician 
has said, “Science marches on, new and expensive drugs 
are discovered, and new and costly diagnostic and 
therapeutic instruments are invented. What popularly 
elected government will dare to say to the electorate, 
‘We cannot afford to provide you with the latest 
benefits of medical science. The best we can do is 
to provide you with a second-rate medical service?’ ” 


At the same time, the British appropriation for 
new hospital space has been woefully short. From 
1945 to 1951, during the regime of Clement Attlee, 
not a hospital was built by the Labor Government 
that fathered NHS. The first building to be opened 
was in Dunbartonshire during December, 1955. Since 
then, the Conservatives, led by Harold Macmillan, 
have drawn plans for 6,000 additional beds which, 
coupled to an escalator clause, call for an expenditure 
of $71,400,000 by 1960-1961. 


A source of irritation to both advocate and critic 
of the British plan is the bureaucracy the system 
breeds. In exploring this avenue with a spokesman 
for Labor, I was told that although the “main struc- 
ture has worked exceedingly well,” there is still a 
“lack of cooperation between the hospitals, the gen- 
eral practitioners, and the local authority services.” 


The confusion on maternity service has led a British 
medic to exclaim, “A mother in labor is attended first 
by a midwife, employed by the local county or county 
borough council. If the midwife requires help, she 


U. S. State Senator George R. Metcalf* reports on: 


such terms. It is one part of the government’s 
over-all concern for the standard of living and well- 
being of the islanders. Housing, full employment, 
shorter working hours, more recreation, extension of 
school means — all these, the British say, contribute 
toward raising people’s resistance to ill health. 

The National Health Service is expensive and, in 
the eyes of Dr. Grey-Turner, “difficult, if not im- 
possible, to control.” At the time it came under 
serious consideration, the government believed the 
annual cost would be less than $420,000,000. That 
was in 1948. 


A decade later (1958-1959), the budget called for 
an expenditure of $2,072,000,000—an increase of 
almost 500 percent. This, the British Office of Central 
Information says, is similar to the amount spent on 
education and “equivalent to nearly $36.40 per head 
of the population.” 
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summons a general practitioner who is employed by 
the Local Executive Council. If the case is of special 
difficulty, the general practitioner may summon an 
obstetrician, who is employed by the Regional Hos- 
pital Board. And if the obstetrician decides that 
the patient must be removed to a hospital, she will 
be transported in an ambulance provided by the 
county or county borough council.” It is difficult to 
see the efficiency in this. 

Again, in order to comply with new regulations, 
the hospitals have had to add administrative per- 
sonnel. Where one administrator could formerly run 
an institution, he may now need a finance officer, a 
supplies officer, a chief engineer and perhaps others. 

Another often heard criticism of the British system 
concerns the alleged deterioration in the doctor- 
patient relationship. This comment emerges from 


*Chairman, New York state’s joint legislative committee on health insur- 
ance plans. TOPICS’ consultant for ‘“‘Health Insurance Newsletter. 
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government as well as medical spokesmen. It is a 
highly disturbing factor, too, because the general 
practitioner is the “keystone of the health service.” 
There are a number of reasons for this change, chief 
among which, are: 


(1) Loss of Status — instead of looking up, the 
patient has tended to look down upon the GP as he 
would upon a public official who is employed by him. 
The trivial task of writing out prescriptions has 
robbed him of much of diagnostic and therapeutic 
work he used to do. As one wag has written, “Now- 
adays if a doctor loses his stethoscope it isn’t very 
serious. But if he loses his fountain pen, he is facing 
ruin. 


(2) Exclusion from hospitals — the GP suffers loss 
of caste for not being included in the hospital setup. 
In the drive for specialization, he finds himself, hat 
in hand, before the institution which receives his 
patients. 


(3) Loss of patient — as a corollary to (2), the GP 
loses control of the patient, once he is in the hands 
of the hospital specialist. Following his release, the 
GP is presumed to ‘receive a note from the staff 
describing the treatment, but communications often 
break down, particularly with smaller institutions, 
and the cords which formerly bound the doctor to 
his patient are badly frayed. 


To make matters worse, the British GP’s have com- 
plained of penurious salaries and, throughout 1956, 
threatened to leave NHS unless their demands were 
met. Eventually, in April 1957, the prime minister 
acquiesced and granted increases by which the aver- 
age practitioner today earns $6,356 a year. This has 
reduced medical resentment against the plan. 








medicine, will become progressively less important, 
and the main task of the medical profession will soon 
become prevention rather than cure. It is tragic 
that this moment has been chosen in Britain to deal 
a blow at our preventive medical service.” 


But, less any hasty conclusions be drawn, it is 
only fair to say that the British people generally 
applaud their medical plan. Many good and cogent 
factors are responsible for this belief. 


First, everyone agrees that the program is respon- 
sible for raising the health standards in Great Britain. 
“Absolutely indisputable,” says Dr. Cardew, speaking 
for the practitioners. The lone exceptions are the 
1,500,000 private patients who previously could count 
on more of their doctor’s time. 


Today, 98 percent of the British population use 
NHS. Only 5,000 hospital beds out of a total of 
500,000 are assigned to private use and nine out of 
10 doctors have practically no private patients. 


The Research Department of the Conservative Gov- 
ernment is particularly proud of the achievement. 
Michael Fraser, department director, can tick off a 
galaxy of statistics to prove the point. 


Life expectancy is up. In England and Wales a 
male child born in 1957 can expect to live 68 years 
and a female child 73 years compared with 59 years 
for a male child and 63 years for a female child 
born during the period 1930-1932, and about 49 years 
for a male child and 52 years for a female child in 
1901. 


Infant mortality is down. During 1957, the rate 
in England and Wales was 23.1 per 1,000 live births 
compared to 46.0 per 1,000 live births in 1945 — prior 
to NHS. 


NATIONAL HEALTH SERVICE 


One final blackball of the English system arises 
from its emphasis on the curative rather than the 
preventive aspects of medicine. Here a few statistics 
will illustrate the point. The budget for the year 
1958-1959 called for an expenditure of $1,691,760,000 
to support NHS in England and Wales. Of this total, 
the hospital services, which are largely curative, took 
$1,079,680,000 (64 percent), while a mere $79,200,000 
(5 percent) went to preventive medicine, as a grant 
to local health authorities. (An equivalent sum was 
added by local taxation.) 


On this point, the British Medical Association and 
the Labor government are equally critical. Says Dr. 
Grey-Turner, “The chief advances of the next 25 
years will be in chemotherapy, endocrinology and 
psychiatry . . . I must state my humble opinion that 


surgery faces a dwindling future. I think there is 
no doubt that curative surgery, and later curative 
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Tuberculosis is showing the same record improve- 
ment. During the period from 1945 to 1949, more 
than 20,000 persons died annually in England and 
Wales. By 1957, the number had dropped to 5,000. 


Mortality caused by diphtheria likewise shows a 
remarkable decline. In 1957, there were only six 
deaths in England and Wales compared to 472 deaths 
in 1946. 


Another reason why the British plan finds wide 
approval is its universal coverage. About 97 percent 
of the fifty million population of Great Britain is 
using the Service. 


Nothing in America compares with this record. 
The most recent study of the Health Insurance 
Council reports that 70 percent of the persons in the 


(Continued on next page) 























NATIONAL HEALTH SERVICE continued 


United States were covered with voluntary hospital 
insurance at the end of 1957, 63 percent had surgical 
policies, and 41 percent carried medical prepayment. 
Even in industrial New York state, where the Insur- 
ance Department estimates that 90 percent of the 
residents carry some form of health insurance, the 
coverage compares to Britain’s in about the density of 
tea to scotch. 


A third factor in Britain’s affection for NHS is 
the government’s emphasis on comprehensive pro- 
tection. The original Beveridge plan of 1942, on 
which NHS rests, is grounded in the belief that the 
national health service should be available to every- 
one; “womb to tomb” coverage it was dubbed. 


This presents an interesting contrast to U. S. in- 
surance plans where benefits cover an average of 
only 35 percent of total health expenditures. For 
the average American, drug and dental bills are a 
personal affair. 


Not so in England. Every Britisher under NHS is 
entitled to drugs and medicine prescribed by the 
family doctor. At first this was a “free” service which 
people under-valued and over-used. When the Con- 
servative government came to power in October, 1951, 
it tried to limit the practice by ordering a token pay- 
ment of a shilling for each prescription. In the first 
month following the ukase, there was a drop of 16 
percent in the number of prescriptions issued. Then 
the avalanche began again. 


By 1956, pharmacists were issuing prescriptions at 
the annual rate of five for every man, woman and 
child in the population. Again, the government grew 
alarmed and upped the charge to one shilling for each 
item on the prescription. The effect was instantaneous. 
In the following year, the number of prescriptions 
dropped by nine percent in England and Wales. 


But no amount of “digging in” has held back the 
rising cost of drugs. From 1949 to 1959, the expen- 
diture leaped from 43 cents to 91 cents per prescrip- 
tion, and the total cost from $98,000,000 to $207,000,- 
000. Although this represented 10.5 percent of the 
entire cost of NHS, it still fell short of what Americans 
spend. Here drugs eat up an estimated 20 percent of 
all medical expenditures. 


Comprehensive coverage in the United Kingdom 
also includes dentistry. Treatment for normal prophy- 
laxis and fillings can be undertaken at any time, but 
prior approval of the Dental Estimates Board is 
required for gold fillings, inlays, and orthodontic 
work. As with drugs, the government felt obliged to 
levy a charge in 1951 to cut overutilization. By forcing 
the patient to pay $5.60 for one denture and $11.94 
for an upper and lower combination, it cut the cost 
by one-third. Within 18 months, the British Dental 
Association announced that gross dental earnings had 
dropped one-half from the 1949 level. 


Reaction to the imposition of medical charges is 
mixed. On the one hand, the Conservatives applaud 
the act as keeping a check on runaway costs; on the 
other, the Labor party is caustic; it accuses the 
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government of placing “as much of the cost of the 
Health Service as possible on contributors and those 
receiving benefits rather than raising more money 
from general taxation.” In this criticism, the British 
Medical Association joins. Its official voice, the 
Lancet, says of reducing national expenditure, it is 
“by no means clear why this should be made at the 
expense of the sick consumer rather than the healthy 
consumer.” 


A final improvement, resulting from NHS, compen- 
sates for many shortcomings in the official view. Be- 
fore 1948, families in poor areas went through untold 
hardships to obtain medical treatment. The Ministry 
of Health attacked the problem as soon as the federal 
health program was adopted by encouraging English- 
men to study medicine and inducing the young gradu- 
ates to enter “under-doctored” areas. The Medical 
Practices Committee could not order a doctor to enter 
a deficient area, but it could forbid a doctor from 
entering an area which already boasted a sufficiency 
of doctors. Thus, new graduates began to flow into 
“undoctored” areas. 


As a result, the number of GP’s in England and 
Wales shot up 124% percent in the decade after 1948. 
Better distribution cut the number of patients per 
doctor from about 2,500 in 1951 to about 2,270 in 
1957, and the number of patients residing in the 
undermanned areas declined more than half in the 
years between 1952 and the present from 21,500,000 
to 8,500,000. 


At the same time, proponents of NHS were de- 
lighted to learn that a distinguished study group, ap- 
pointed by the Conservative government and headed 
by the Cambridge economist, C. W. Guillebaud, in 
1956 reported itself unable to find deterioration in 
medical standards as a result of the plan. Said the 
Committee, “One or two witnesses have expressed the 
view that the relationship between doctor and patient 
has been seriously disturbed by the introduction of 
the NHS and that the quality of the service itself 
has been lowered. But this view was not borne out 
by the great volume of our evidence.” 


On balance, I believe the British can take justified 
pride in their health plan. Its provisions are compre- 
hensive and the cost for the average person not 
exorbitant. 


Although the doctors were initially opposed to 
NHS, Dr. Cardew claims “ninety percent would now 
believe it calamitous to end it,” and Dr. Grey-Turner 
with somewhat less enthusiasm concedes, “You could 
not now unscramble the omelette.” 


It certainly provides what our American health 
insurance plans lack: comprehensive coverage. And if 
our system continues to limit and restrict benefits 
rather than enlarge them, we may find ourselves en- 
meshed in the federal Forand bill — the first shot in 
the war on private health plans. 


There is still time for imagination and judgment 
to solve the dilemma and retain the use of privately 
operated plans, but the sands are pouring through 
the hour glass with gathering speed, and it is later 
than we sometimes think. 
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Simple, versatile, rigid 
Easy to carry 


Fits most standard tables 


The Bayless Universal Headrest eliminates an 
old problem of neurosurgeon and hospital 
alike . . . the need for multiple, expensive 
headrests. This single unit can be used for 
any neurosurgical procedure. So, its versa- 
tility alone makes the Bayless Headrest an 
attractive, economical investment for the aver- 
age hospital. Add greater — multiple — 
usefulness to your standard surgical table 


with the Bayless Headrest. 


TX — 40 Bayless Universal Neurosurgical 
Headrest . . . Complete $450.00 


Fully described in Armamentarium, Vol. II, 
No. V. Ask your V. Mueller representative 


for your copy, or write... 


“MUELLER < CO... 


Fine Surgical Instruments and Hospital Equipment 
330 South Honore Street, Chicago 12, Illinois ¢ Dallas e Houston e Los Angeles ¢ Rochester, Minn. —— 
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Fire Drill Check List 


Do you have a well-organized 
and concise fire manual? 


Have all employees read the 
fire manual and do they know 
their parts? 


Is all fire-fighting equipment 
in good working condition and 
do all employees know how to 
use it? 

Do you have a fire signal or 
code to announce over the 
loud speaker (such as ‘’Dr. 
Red’) , with which all key em- 
ployees are familiar? 


Are your switchboard person- 
nel prepared? Are they famil- 
iar with each step they should 
perform? Do they know which 
personnel to notify and in 
what order? 


Have your personnel had ex- 


perience in locating, lifting, 
and using fire extinguishers? 


Have you trained your em- 
ployees to lift patients and 
how and where to carry them 
to safety? 


Do you know what to do if 
the lights and elevators go 
out? 


Have you given your employ- 
ees proper time to study be- 
fore the drill so that they will 
be completely ready, not only 
for the drill, but for an actual 
fire? 


Have you planned to place 
observers in every area — 
switchboard, elevators, steps, 
exits, patient areas, etc. — so 
that all mistakes may be no- 
ted, studied and corrected? 


Have you asked for advice 
from the city fire department, 
and would you like to invite 
them to observe the actual 
drill? 


Was a conference held im- 
mediately following the drill, 
with a discussion by all partic- 
ipants and observers to cor- 
rect weaknesses, and was a 
follow-up training session 
held? 


Yes 
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Has Your Hospital Had a 


By William V. Mays* 


Has your hospital had an actual fire drill? Do you 
know how your personnel would react to a fire? Would 
they know what action to take? We recently decided 
to find out just how prepared Methodist Hospital 
would be in case of fire. 


Our safety committee, in cooperation with the 
Dallas fire department, planned and executed the 
drill. All members of the safety committee partici- 
pated, including the chief engineer (chairman), assist- 
ant administrator, housekeeper, nursing service direc- 
tor, director of public relations, chief anesthetist, per- 
sonnel director, chief dietitian, and director of the 
school of nursing. 


The committee's first step was a study and revision 
of the fire manual to make certain it was completely 
workable. All personnel were notified, through an- 
nouncements at staff meetings and notices on the 
bulletin board, that a fire drill would be held some- 
time during October. 


Employees were asked to study the fire manual 
and all aspects of fire drills. Nursing employees were 
reinstructed in carrying patients. During our month 
of preparation, the fire department also conducted a 
fire school at the hospital. 


The committee decided to carry out the drill by 
means of signs, so that patients would not necessarily 


*Assistant administrator, Methodist Hospital of Dallas, Tex. 


Below: A student nurse has moved a fire extinguisher to location indi- 
cated by sign held by second student nurse. 
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Fire Drill Lately? 


see or hear any of the movement. Another advantage 
of these signs is that they can be saved and used in 
later drills. 


A large sign stating “FIRE — THIS IS THE 
ACTUAL FIRE TO START OUR DRILL — PRO- 
CEED WITH PLAN” was chosen to start the drill. 
We sent a memo to personnel, advising them to watch 
for a printed sign saying “FIRE.” 

Since not everyone might be familiar with the loca- 
tion of the fire extinguishers, a second sign was plan- 
ned, stating “MOVE FIRE EXTINGUISHER TO 
THIS POINT — DO NOT USE.” 


How to get the experience of moving patients? We 
selected student nurses as “patients.” They stood out- 
side patient rooms with signs giving their name, their 
reason for being in the hospital, how long they had 
been in, and whether or not they were ambulatory. 


We used a set of these three signs on each of three 
floors. We also posted signs stating that the elevators 
were out of order. The fire inspector had suggested 
that hospitals never use elevators in a fire drill, since 
in a real fire the elevators could easily go out of service 
between floors. 


Two minutes elapsed between the time the “fire” 
was first spotted and reported. The switchboard im- 
mediately announced our code over the speaker system, 
“Paging Dr. Red, paging Dr. Red.” They later an- 
nounced, “There is a safety drill in progress. Please 
do not become alarmed at any unusual movement.” 


Members of the safety committee took notes in all 
vital areas and at locations where signs were planted 
— switchboards, elevators, steps, and the back of the 
building. 


At our follow-up session immediately after the 20- 
minute drill, reports and observations were given by 
each floor captain, the fire marshal and his assistant, 
and the observers. 


The observers made note of the following negative 
points: 

1) A nurse technician was too busy giving medica- 
tion to worry about fire. 


2) One nurse attempted to walk a “patient” labeled 
“bed patient.” The observer finally told her the 
“patient” was unable to walk. 


3) The fire doors were not closed. (They do work 
automatically, however, when heated to a certain 
temperature.) 


4) An orderly discussing “fire” in a fairly loud 
voice was overheard by a patient. 


On the favorable side, the bed patients were lifted 
and carried properly. The switchboard reported that 
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Above: A member of the safety com- 
mittee holds the sign reading ‘FIRE’ 
which started the drill. 


all floors called in correctly and the operators handled 
their call lists well. No one attempted to use the ele- 
vators. The flow of evacuation traffic from the hospital 
across the parking lot to the nursing home was ex- 
cellent. No major patient reaction or confusion was 
noted. 


The fire marshal commented, “A good, well-plan- 
ned drill. The personnel could use more orienting, 
but it was an excellent start.” 


We turned over all weak points to the in-service 
director and the respective department heads, so they 
can follow through with more personnel training. We 
are posting all literature on fire safety, to keep our 
personnel fire-conscious at all times, and plan to hold 
additional drills on the 3-11 and 11-7 shifts. We feel 
that we are making progress in preparedness should a 
fire ever occur in our hospital. 


‘ 


Below: Two orderlies carry a 


‘patient’ to safety. 


























St. 


fire-fighting course learn to fight gasoline fires 


Joseph’s Hospital personnel enrolled in 


with dry chemicals. 


Sisters at St. Joseph’s discover how to properly 
use carbon dioxide extinguishers, under the 


tutelage of Inspector Dario Bella. 





The most effective way to smother a fire using readily available sheets 
and blankets is among fire measures taught in the Stockton (Calif.) 


course. 








Hospital Fire 


@ On-the-spot, level-headed reaction is essential in 
any fire situation, but most of all in a_ hospital. 
Here, the dangers resulting from confusion and ter- 
ror are magnified because of the helplessness of 
many of the patients. 


For this reason, hospital personnel must be thor- 
oughly trained to cope effectively with a fire when 
it does occur. Moreover, a hospital presents fire haz- 
ards not usually found in other institutions. Equip- 
ment necessary to operating rooms and obstetrical 
suites, for example, including oxygen supplies, anes- 
thetics, and other flammable materials, creates a 
problem peculiar to the hospital. 

Alert to these hazards, the Fire Department of 
Stockton, California, has a program for training 
local hospital employees. Under Inspector Paul J. 
Pericle of the city’s Fire Prevention Bureau, a con- 
tinuous briefing is being carried out with a heavy — 
and somewhat unusual — accent on personal instruc- 
tion. 

The course consists of five hours of training in 
the use of fire fighting equipment, technics for 
evacuation of patients, and explanation and dis- 
cussion of such practical phenomena as fire coors, 
fire alarm systems, and other safety aspects. A film 
on fires in the hospital is also included. 

Classes are limited to twenty persons, and each 
class member must perform all the evacuation and 
rescue procedures taught. Covering a period of three 
weeks, the lessons are given continuously so that 
all persons connected with the hospital eventually 
will have received the fire training. Inspector Pericle 
feels that the personalized method eliminates the 
need for general review required in a lecture course 
given to a large number of persons, and at the same 
time it makes the instruction individually effective. 

Proper methods of evacuation and fire extinguishing 
are taught by both demonstrations and actual prac- 
tice. Evacuation methods include hip and shoulder 
roll, ankle roll, swing carry, hip carry and lowering 
of patient to floor, and carry by four-man blanket 
stretcher. 


Proper handling of soda-acid and carbon dioxide 
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“Nothing calms 


like calm...” 


Fighting Course 


fire extinguishers is taught. Dry chemical extin- 
guishers are explored, and the students are each 
required to learn the proper application of such 
chemicals on fires where gasoline and other com- 
bustibles are an additional hazard. 


The use of such easily available articles as sheets 
and blankets to smother flames is also taught. Re- 
moval of patients and the extinguishing of bed fires 
is covered, including lowering the patient to the 
floor by the knee drop method, and carrying him 
from the “burning” area in several ways. 


Emphasis is placed on quiet, calm, efficient opera- 
tion, so as to minimize any fear on the part of the 
patient and at the same time to evacuate the hos- 
pital as quickly and safely as possible. The course 
seeks to “train out” the pandemonium reactions so 
often reported in newspaper stories of institution 
fires, where panic rather than the fire itself has 
caused the deaths or injuries resulting. 


The final session of each course is devoted to a dis- 
cussion of the course, and a thorough explanation 
of the construction and use of fire alarm systems and 
fire doors in use in each particular hospital. Loca- 
tion of fire alarm boxes and the proper procedures 
in case of fire are discussed, also. At St. Joseph’s 
Hospital in Stockton, information on the fire alarm 
system and bell signals, complete with diagrams, is 
included in a personnel handbook given each em- 
ployee. 


Methods taught by Inspector Pericle are similar 
to those taught in Chicago by Lt. Robert McGrath, 
with variations to adapt the material to smaller, 
more personal classes. Booklets published by the 
National Safety Council are supplied for home study. 


Inspector Pericle stresses the importance of ade- 
quate training, for nothing calms like a calm, well- 
controlled environment. The patient is comforted 
knowing his needs are being met by an efficient 
staff, and so is able to react quickly and settle into 
the routine of the institution. This calmness is 
infinitely important during a fire scare—be it a false 
alarm or the real thing. 
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Oxygen is being administered from a portable tank to 
patient removed from oxygen tent; four-man blanket carry 


is being used to move patient. 





Inspector Paul Pericle demonstrates the knee drop method of 


moving patients. Blanket may be used as improvised stretcher. 
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Do Reminders Help? 


By Sister Marie 


@ Doctors at Sacred Heart Hospital who have neglect- 
ed bringing their medical records up to date may re- 
ceive a subtle reminder in the form of a postcard 
which states: 


“Some do when due, 
Some do when overdue. 
Some never do — 

How do you do?” 


Just to make certain the physician knows what is 
expected of him, the number of his incomplete charts 
is also indicated on the postcard, next to a sketch 
of some medical records. 


Should he again be delinquent the following month, 
chances are the doctor will receive a colorful, catchy 
letter which reads, in part, 


“Won't you be my doctor mine 
And heal my many ailments? 
I've heard that you’re a dynamo 
In treating people's derailments. 


“My symptoms are so varied 
And most difficult to explain. 
My chief one is DISTENSION. 
It causes me dreadful pain. 


“Unwieldy bulges have appeared, 
Especially in my middle. 

In my girlhood I had none of these 
And felt ‘fit as a fiddle.’ 


“I'd like to see you very soon. 

Is it proper to make a date? 

Please come around to the RECORD ROOM 
Before it is too late!” 


This appeal is signed “Sincerely in distress — Bulky 
File.” 


*Administrator, Sacred Heart Hospital, Idaho Falls, Idaho. 
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Therese, R.N.* 


After sending out this letter, incomplete files at 
Sacred Heart Hospital were nonexistent for at least 
three weeks out of a month. 


We started the postcard reminders over four years 
ago. The postcards vary from month to month, are 
designed to attract the physician’s attention by their 
cleverness, while at the same time he is made to 
realize that he has records to be completed. The 
postcards are worded so that a layman will not 
interpret them as a reprimand; thus, they are not 
injurious to a doctor’s reputation. 


The postcards and letters are but a part of our 
total system of maintaining high quality medical rec- 
ords. Since physicians themselves realize that medical 
records reflect patient care, we believe it best to have 
the necessary rules regarding medical records in- 
augurated and passed by the medical staff as part 
of its bylaws. 


This way, there need be no personalities involved, 
no disciplinary action, no running to the chief of 
staff or the administrator. At Sacred Heart Hospital, 
when the charts in a doctor's file get beyond per- 
missible limits, the medical record committee gives 
the doctor his first warning. 


The committee’s information is tabulated by the 
medical record librarian. If his records are still in- 
complete by the first of the month, the admission 
clerk politely informs the doctor that he has no bed 
space because of deficient records. 


There was a time when seven or eight offenders a 
month (out of a staff of 30) were fairly common. 
Now we rarely need to give a physician a second 
reminder. We provide sufficient human and mechan- 
ical assistance to the medical staff so that it will have 
no adequate excuse for not heeding our invitations 
to complete records. The postcards and letters do 
the rest. 
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Goes 


Unquenchable enthusiasm and a life dedicated to the thought, “I shall do 
good while I am here, for I may not pass this way again,” has resulted in an 
organization which proves to the world that a physical handicap need not be 
a vocational handicap. 


Abilities, Inc., a unique company rapidly becoming less unique as_ sistet 
companies spring up throughout the world, owes its existence to the idealism 
and determination of Henry Viscardi, Jr. 


Dynamic, friendly “Hank” Viscardi, himself born without legs, had the early 
vision of a factory that would provide work for “unemployables.”” In 1952, 
with 30 workers, he founded such a firm in an abandoned garage. Today, there 
are 450 employees in a modern building covering 40,000 sq. ft. 


President Eisenhower, Eleanor Roosevelt, Bernard Baruch, and Omar Bradley 
are among the many personalities who have commended the organization — 
for Abilities, Inc., not only saves useful lives from the scrapheap of inactivity, 
but also provides a valued commodity for our country’s economy. Subcontracting 
for 200 companies, it manufactures highly delicate electronic assemblies. 
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On A Picnic 


Promoting camaraderie between workers, their friends, families and 
the nearby community of Albertson, Long Island, New York, the 
firm recently held an open house and picnic. Guests were greeted 
by Mr. Viscardi in his trophy-laden office, taken on a tour of the 
air-conditioned plant, and then led across the road to participate 
in swimming, boating, and eating. 


Opposite page, lower left: Inspecting ancient stage coach are 
Serena Person, Mrs. Mary Hunter and children, and Dave Tarrant. 
Lower right: Enjoying a picnic’s most interesting activity are Mrs. 
William Beck, Shelly Beck, Joseph Silverstone, and Steven Beck. 


This page, above: Swinging through the headline are Rica Alazraki 
(l.) and Dennis Altman. Top right: Mr. Viscardi (seated) greets 
group of employees, their families, friends and pet. Middle right: One 
of three swimming pools on picnic grounds was big attraction. Right: 
Marquerite Parenti, R.N., company medical nurse, admires montage 
of photographs depicting highpoints in the life of Mr. Viscardi and 
Abilities, Inc. Below left: Inside plant, Charles Messner points out 
intricacies of electronic assemblies to his son John, John’s wife, and 
their children. Below center: Religion plays an important part at 
Abilities, and a beautiful interdenominational chapel is situated in 
the plant building. Mrs Alvin Blake pauses to admire the altar. 
Below right: Embarking on a watery trip are employees’ children 
piloted by a camp counselor. 















Senator Metcalf’s analysis of developments in 
his own state and others offers valuable clues 
to trends of concern to everyone working in 
the broad areas of health and medical care. 


Health Insurance Newsletter 


By State Sen. George R. Metcalf* 


AMA and Panels. The American Medical Associa- 
tion had, since the 19th century, been actively op- 
posed to “closed-panel” medical care plans such as 
those customarily sponsored by labor: unions, the 
Health Insurance Plan of Greater New York, etc. 
Early in June, however, at its annual convention, 
the AMA reversed its position on this highly con- 
troversial issue. 

“Each individual,” the AMA declared, “should be 
accorded the privilege of selecting and changing his 
physician at will, or selecting his preferred system of 
medical care, and the American Medical Association 
vigorously supports the right of the individual to 
choose among these alternatives.” , 

The AMA action is viewed as representing a no- 
table step forward for those increasing numbers of 
Americans who purchase the medical care they need 
through one or another group plan, rather than on 
an individual basis. It should, in the future, make 
it less easy for local medical societies to deny hos- 
pital privileges and other essential professional fa- 
cilities to physicians who are members of union or 
group plan medical care panels on the grounds that 
such members are “unethical.” 


Dr. David P. Barr, president and medical direc- 
tor of HIP, hailed the AMA move. 


“Unlimited free choice of physician,” he said, “can 
no longer be put forward as an indispensable cri- 
terion for adequate health protection. It is now 
formally recognized by the AMA that the individ- 
ual has the right to avail himself of the advantages 
deriving from group practice plans based on other 
criteria such as full prepayment, comprehensive cov- 
erage and supervised quality of care provided 
through carefully selected groups of physicians.” 

* * * 
Mental Health Experiment Under Way. The two- 
year experimental mental health program for a se- 
lected sample of subscribers to Group Health In- 
surance, Inc., New York City, is now under way. 

A special briefing of representatives of groups to 
be covered was conducted beforehand. The project, 


*Chairman, State of New York joint legislative committee on 
health insurance plans. 
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sponsored jointly by the American Psychiatric Assn., 
the National Assn. for Mental Health and Group 
Health Insurance, Inc., involves the participation 
of more than 1,000 psychiatrists in the Metropolitan 
New York area. They are limiting their fees for 
specific services to a 75,000 person sample group. 
Members of the sample group will be eligible for 
mental health treatment without any increase in 
their premiums. 


Detailed analyses of variations in utilization of 
psychiatric treatments, when largely paid for by 
insurance, will be made available upon completion 
of the project. Findings developed by the project 
are expected to be of value in encouraging the in- 
clusion of mental health benefits in other medical 
prepayment plans both in New York and throughout 
the country. 

* * * 

Wanted: More, Better Services. Commenting on 
“The Changing Scene in Health Care Economics,” 
Harry Becker, director of program planning for the 
Blue Cross Association, observed in a recent address 
that “the overwhelming weight of evidence today is 
that the public wants prepaid protection for an ex- 
panding range of health service.” Other observa- 
tions by Mr. Becker: 


“What the public wants — and by public I mean 
the large buyers of prepaid health protection — is 
to package health care costs into a monthly figure 
which can be budgeted out of monthly payments 
from earned income .. . 

“Those Blue Cross plans which have most consis- 
tently increased their benefits and which have the 
highest benefit levels and consequently the highest 
rates are those plans which have, in general, shown 
the greatest rate of enrollment growth .. . 


“It is inconceivable that either the public or the 
provider of health services can in the future be sat- 
isfied with any approach to health care financing 
which tends to be regressive rather than progressive 
in its economic effect. A regressive approach seri- 
ously retards expansion of health services and slows 
increases in consumer allocations to health care. 
This is contrary to the objective of more health 
care for more people that must be achieved.” 
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HEALTH INSURANCE continued 


New Health Group Formed. The Group Health 
Federation of America and the American Labor As- 
sociation were merged, late in May, into a new body 
to be known as the Group Health Association of 
America, representing about 6,000,000 participants 
in prepaid medical care plans in the United States, 
Canada and Mexico. 


The new group is dedicated to “the right of the 
American people to organize their own plans for 
prepaying the cost of medical and hospital care, and 
the right of physicians to make their own arrange- 
ments to furnish medical care through such plans.” 
Its goal is “to make available to every American, 
health service of the kind and quality he needs at 
a cost he can afford.” 

* * * 


Federal Employees to Be Covered? The United States 
Senate approved, on July 16, a bill to permit the 
Civil Service Commission to set up a health insurance 
program for Federal employees. 


The measure provides for the Government to pay 
half the premiums. Annual cost of the bill to Gov- 
ernment agencies was estimated at $145,000,000, to 
which must be added $25,000,000 needed by the Gov- 
ernment to pay the premiums of retired employees. 


* * * 


“MD-Plan 65.” The San Francisco Chronicle of June 
1, 1959 reported a pioneer experimental venture in 
health insurance for the aged. It covers physician’s 
visits, surgery and limited x-ray and lab fees for all 
California residents 65 and older. 


“Known as MD-Plan 65, the policy was developed 
by California Physicians’ Service — Blue Shield . . . 
It does not include hospitalization, nursing care or 
drugs,” the Chronicle reported. “California doctors 
have agreed to accept lower fees from the over-65 
age group where incomes are low . 


“If a doctor’s regular fee for an office visit is $5, 
he accepts $4 under the MD-Plan 65 from single 
patients whose income is less than $3,000 a year, or 
married couples with incomes of less than $4,500. Of 
the $4 fee for an office visit, the patient pays $1, 
CPS the rest. 


“Doctors may charge their regular full fees to 
patients with higher incomes. In such cases, CPS 
would pay $3 of the cost for each office visit, the 
patient the rest.” 


Similar part charges apply for low-income oldsters 
for home visits, x-rays and lab fees. There is no 
part-payment for surgery. The premium for the new 
policy is $6.90 for men, $7.90 for women. The policy 
was offered only during June. 


The Chronicle notes that the plan is highly ex- 
perimental, with CPS officials uncertain whether it 
will mean a loss or break-even. 

“The profession, however, has been eager to start 
a voluntary insurance program for the aged,” the 


report concludes, “because of Congressional threats 
of government intervention in the field.” 
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YOU CAN DO 
A COMPLETE 


TRACHEOTOMY 
IN SECONDS 


The Sierra-Shelden with the new 


Tracheotomy Set “=, oN ® 
consists of a Sarre 
> oe 
_ _ SHELDEN | 
Slotted Guide Needle, © TRACHEOTOME 


A tracheotomy, whether 
elective or emergency, 
can be performed in less 
than 30 seconds with this 
new precision instrument. 
The fast, accurate technic 
is equally effective in a 
hospital or in the field... 
reducing trauma to a min- 
imum. 
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DIVISION Sierra Engineering Co. 


123 E. MONTECITO AVE., SIERRA MADRE, CALIFORNIA 


“SIL SPRAY" 
LUBRICANT 


Sil Spray puts a tough, thin, non-gumming 
film on all metals. It remains stable at all 
temperatures. Stays on ous sterilization. 


SIL SPRAY IS SAFE! 

Sil Spray is not oil. It is non- auie and will 
not injure metal, rubber, paint or cloth. 
Special silicone formula requires no other 
additives. 


ECONOMICAL! 
One can goes a long way. Save time by 
spraying instruments by the tray full. 


A “DUXE” PRODUCT 
Your dealer has it, or write— 


DUXE PRODUCTS 
205 Keith Building Cincinnati 2, Ohio 


FIRST CHOICE of NURS 


“MARVELLA” grt oa 


Nurse’s Surgery Cap ; 


Easy Fit... Cool... 
Comfortable 


Choice of colors and fabrics. Ideal 














for Operating Room, Delivery 





Room, Laboratory, Nursery. 


Pat. No. 2,666,925 
Write for Illustrated Catalog 


Hollywood Turban Products Co. 
1104 S. Wabash, Chicago 5, Ill. 
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By John G. Steinle 


Q. To what extent should the medical staff select 
the radiologist and pathologist? 


A. The final, legal responsibility for approving any 
staff member rests with the Board of Trustees. Under 
the usual procedure, however, the medical staff makes 
the selection and final approval by the Board is 
routine. In selecting the radiologist and the patholo- 
gist the Board usually assumes the initiating responsi- 
bility. The radiologist and particularly the pathologist 
are often the “umpires” of the medical staff. There is 
real danger if these men are selected and “sponsored” 
by members of that staff. 


Thus, I recommend the following procedure for 
selecting the radiologist and pathologist: 

1. The initial recruiting and screening should be 
done by the administrator. He should obtain and 
verify qualifications and experience. 


2. An ad hoc committee of the Board of Trustees 
should be appointed to make the selection. 


3. After the selection is made by the committee, 
but before approval by the Board of Trustees, the 
selection should be presented jointly to the Execu- 
tive Committee of the medical staff and to the quali- 
fications or admissions committee. If they agree to 
the selection then the nomination should be pre- 
sented to the full board. If these representatives of 
the medical staff have valid objections they should 
be submitted to the ad hoc selection committee. A 
joint meeting, in this event, with the selection com- 
mittee and staff representatives may be indicated. 


Q. Isa one sheet form which includes physical and 
the procedure used in delivery adequate as a medical 
record for obstetrical patients? 


A. Definitely not. Such a form is no better than a 
check sheet and not adequate in itself. Under the 
American concept of medicine such a routine approach 
is repugnant and there is increased danger of error 
when a check list is used. The opportunity of identify- 
ing and discussing the unusual is discouraged by use 
of the check list. The check list form and the graphic 
chart can be useful supplements but they should never 
replace the narrative description of a surgical or 
obstetrical procedure or of progress notes. 


52 


Consultant's Corner 






Q. It appears that unions soon will move into our 
area. Do you have any suggestions? 


A. Yes. In observing a number of situations of union- 
ization of hospitals I have been impressed by one 
important factor: Unionization of the hospital does 
not have too great an impact on costs and operations 
if the hospital has a good classification system, a well- 
defined compensation plan and thoroughly defined 
and understood personnel rules. On the other hand, 
if the hospital does not have these things it cannot 
have an equitable personnel system. Consequently, 
it is bound to be open to criticism and the union will 
invariably participate in establishing the classifica- 
tion system and the compensation plan. You will then 
clearly be in for trouble. My advice — start imme- 
diately to establish a classification system and com- 
pensation plan before the union comes in. It is al- 
ready half-past-time if you do not have these important 
tools. 


Reader Comment: 


The following comment from one of our readers 
we feel is worth reporting: 


“I have been reading your column regularly for 
several years. Unquestionably it contains a great 
deal of good material. I am, however, greatly dis- 
turbed by your apparent preoccupation with pro- 
cedures and little concern with the philosophy, 
ideology and substance of hospitals and_ hospital 
administration. It seems to me that the procedural 
emphasis and the entire concept of formalization 
is ultimately a destructive influence. As a nun, I 
would like to point out that religions have grown 
in their greatness and spirituality only during their 
days of substantive ideology, declining when the pro- 
cedures and formalizations became the objective.” 


I could easily defend myself by pointing out that 
I only try to answer the questions that are pre- 
sented. I agree that over-formalization of patient 
care can cause loss of effectiveness, but I do not believe 
good practice and procedure are inconsistent with 
good patient care. The better the organization the 
more effective the use of manpower and the better 
the patient care. 
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Hollister Ident-A-Band, the original, 


the positive all-patient, on-patient identification 


Identity mix-up is one kind of headline nightmare that fits perfectly . . . even the tiny wrist of a newborn baby. 
need never trouble you again. On-patient, all-patient iden- Ident-A-Band is the original, and it has never been sur- 
tification is the answer . . . as recommended by the Amer- passed. So before you install your system of all-patient, on- 
ican Hospital Association. But remember, you're only as safe patient identification, see the one that’s hospital-proved by 
as the seal. And that’s why so many hospitals use the Hol- eight years of use on millions of patients. In addition to 
lister Ident-A-Band. It has a permanent seal — and it’s quick its original positive seal, Ident-A-Band now offers two new 
and easy to apply. finger-pressure seals, thus meeting every need of every de- 

Applying an Ident-A-Band is as simple as using a scissors. partment. Write for your free samples, prices and complete 
And the result is truly a custom-fit. Skin-soft Ident-A-Band information. 


; ‘Hollister ae Incorporated, 833 North Orleans Street, Chicago 10, Illinois 


Sold in Canada by Hollister Limited, 160 Bay Street, Toronto 1, Ontario 
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Here’s a new kind of bed sign you can read with eye-level comfort in an} a 
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@ HOSPITAL BOARD HAS WIDE 
AUTHORITY 


@ Recently a higher court answered an important 
legal question as follows: Is a rule valid by which 
a hospital board refuses to appoint on the hospital 
staff a physician who holds only a degree of doctor 
of osteopathy? 


A few weeks ago, the higher court answered this 
question in the affirmative. 


For instance, in Duson v. Dr. Poage, 318 S. W. 
(2d) 89, the testimony showed facts, as follows: Cer- 
tain physicians including Dr. Poage are duly licensed 
physicians and surgeons. They obtained their licenses 
to practice as such from the State Board of Medical 
Examiners, after having qualified to take the ex- 
amination required by law by studying in a school 
teaching the theory of medicine known as osteopathy. 
Dr. Poage became a member of the County Hospital 
staff and remained on the staff through 1955. 


Other members of the staff were all physicians 
and surgeons who were graduates of an allopathic 
college of medicine approved by the American Medi- 
cal Association. They recommended to the board 
that Dr. Poage be not reappointed to the staff and 
that Dr. Boyd be not appointed. The members of 
the hospital board voted affirmatively, however. Soon 
afterward all ten members of the staff who were li- 
censed to practice medicine by the State Board of 
Medical Examiners resigned. This left only Drs. 
Poage and Boyd on the hospital staff. Then all of the 
registered nurses resigned. From February 17 to 20 
only four new patients had been admitted to the hos- 
pital. By February 20 the number of patients had been 
reduced from 55 to 24. 


At a meeting on February 20, the Hospital Board 
of Managers adopted a rule to exclude from practice 
in the hospital all physicians who have not gradu- 
ated from a school of medicine approved by the 
American Medical Association. This excluded all 
physicians who graduated only from a school of 
osteopathy; it excluded Dr. Poage, though he was 
admitted to be a reputable person and a reputable 
physician and surgeon. 


Soon afterward a patient of Dr. Poage presented 
herself to the Nightingale Hospital. Her application 
was signed by Drs. Poage and Boyd. She was to be 
delivered of a child. She was not admitted because 
she was the patient of these doctors. She was de- 
livered some two hours later by an M.D. at the 
Caney Valley Hospital. The board’s rules would 
have permitted her admission to the hospital, but 


delivery could have only been by a member of the 
staff. 
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Review of Hospital Lawsuits 


By Leo T. Parker 
Attorney at Law 


After this occurrence, Dr. Poage filed a suit and 
asked the court to compel the hospital board to 
allow him to use the facilities of the Nightingale 
Hospital for the treatment of patients who need 
hospital care. The higher court refused to do so, 
holding as follows: 


“Patients admitted to the hospital may be 
treated only by members of the hospital staff. 
A physician or surgeon may be excluded from 
the hospital staff because he holds only a de- 
gree of Doctor of Osteopathy. Residents of 
the county admitted to the hospital are not 
entitled to the medical and surgical services 
of Dr. Poage even though they request such 
services, since Dr. Poage is not on the hospital 
staff.” 


This higher court explained that in the different 
counties of the state there were varying conditions 
and problems involving health of the people. The 
state legislature surely had such in mind and it 
wisely left to the Board of Managers very broad 
powers to be employed in the operation of the hos- 
pital. Conditions in one locality might be entirely 
different from those in some other locality, so that a 
rule would be desirable in one place but wholly 
unworkable in another. 

For comparison, see the Supreme Court of the 
United States, in the case of Hayman v. City of 
Galveston, 273 U.S. 414. This court held that an 
osteopath duly licensed in Texas as a physician and 
surgeon was not denied due process or equal pro- 
tection of the laws under the Constitution by being 
excluded from practice in a city-operated hospital 
because he was an osteopath. 


Charitable Hospital Not Liable 
Considerable discussion has arisen from time to time 
over the legal question: Under what circumstances is 
a hospital a charitable institution and therefore im- 
mune from damage suits filed by patients injured 
due to negligence of the hospital’s employees and 
officials? 





Recently a higher court clearly explained the new 
law on this subject. 


In Barrett v. Brooks Hospital, 157 N. E. (2d) 638, 
the testimony showed facts as follows: A patient, 
named Barrett, while in the Brooks Hospital, was 
seriously injured in a fall from an x-ray table. Barrett 
sued the Brooks Hospital for damages. 


The testimony indicated that Barrett's fall was 
(Continued on page 58) 
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NEW CURITY PACKAGING DISCOVERY! 





NOW...A PRE-PACK THAT 
OPENS ASEPTICALLY 


...dn one simple motion! 


New S-E Pack keeps dressing sterile 
from package to patient. 

Opens without scissors or string— 
dressing never touches torn, 


unsterile edges. 


An ingeniously simple wrap now gives you 
Cover Sponges that remain totally sterile— 
even during their removal from the pack- 
age. There’s no contact with hands or un- 
sterile edges. Completely aseptic, at a time 
when strict adherence to aseptic technique 
is a main line of defense against hospital 
staphylococcus. 1, 2, 3, et. al. 

In addition to much wanted safety, you 


have the much proven pre-pack efficiency 
that yields steady dividends in terms of 
time gained, labor spared and money saved. 

For the latest—as well as the safest— 
in hospital dressings, see Curity. 


1. Burnett, W. E.: Program for Prevention & Eradication of 
Staphylococcic Infections, J.A.M.A. 166: 1183-84 (March 8) 
1958. 2. Adams, R.: Prevention of Infections in Hospitals, Am. 
J. Nurs. 58:344-48 (March 1958). 3. Medical Authorities Rec- 
ommend Ways to Control Infections, Mod. Hospital 90: March 
1958, 51-54. 


CURITY Cover Sponges now available in S-E Pack—no additional cost 
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LAWSUITS 
(Continued from page 55) 

caused by negligence of the hospital’s employees where- 
by the hospital was held liable by the lower court in 
damages to Barrett. However, on appeal to the higher 
court testimony was given that the hospital is a 
charitable institution, whereby it is not liable in 
damages to persons injured due to negligence of ‘the 
hospital officials and employees. 


Barrett denied that the Brooks Hospital is a 
charitable organization due to the fact that it charges 
fees from patients; patients are billed for all services 
except services rendered by doctors; and in order to be 
admitted, one must be a patient of a doctor associated 
with the hospital. Also, the management charged 
rates from patients that would enable the hospital 
“to keep out of the red.” 


The higher court refused to hold the hospital liable 
in damages for injuries to Barrett, saying: 


“Charity in the legal sense is not confined to 
mere almsgiving or the relief of poverty and 
distress, but has a wider signification, which 
embraces the improvement and promotion of 
the happiness of man. The requirement of the 
payment of reasonable fees by those who receive 
the benefits of an institution does not neces- 
sarily render it noncharitable.” 


With respect to donations received by the hospital 
this higher court went on to explain that the increase 
of charitable funds, through receipts from patients 
or inmates who are able to pay wholly or partially 
aged people, or hospital, organized and conducted 
as a charity, into a private association maintained 
for the pecuniary advantage of the promoters. In 
for benefits received, does not change a home for 
other words, the original eleemosynary character of 
the institution is not transformed by this patronage, 
even if sufficient to relieve it from financial burdens; 
the charity as established remains unaffected. 


——When Official Is Personally Liable 


Quite frequently in the past the higher courts have 
held public officials personally liable where they 
exceed their authority given by valid laws. 


For example, in Dixie Tank and Bridge Company v. 
County of Orange, 264 Fed. (2d) 738, the testimony 
showed facts as follows: A usual state law requires that 
all public work contracts or construction or repairs 
exceeding $4,000 must be let to the lowest bidder, 
after plans and specifications have been filed and 
newspaper advertisements have been inserted for bids. 


Further testimony showed that a 100,000 gallon 
water tank at the Orange County Hospital needed 
repair of its rivets and seams, repainting of its outside, 
and relining with an asphalt preparation on the inside. 
The Dixie Tank and Bridge Company which did the 
work specializes in just such tasks. 


No contention was made that the work was not 
satisfactory, but the Board of Supervisors of the County 
would not pay the sum of $7,511.60 which Dixie 
claimed due for its work. The county officials proved 


that the work was a single job in excess of $4,000 
and that there were no plans and specifications or 
advertising in newspapers for bids as required by 
the above mentioned state law. Hence, the County 
Board contended that the contract with the Dixie 
Tank and Bridge Company was void. 


The Dixie Tank and Bridge Company filed suit 
against the County and proved that the county chair- 
man who signed the contract stated that he was fully 
authorized to sign, execute, and deliver the same, and 
that all legal requirements had been fully complied 
with. The officials of the Dixie Tank and Bridge 
Company stated that in view of this assurance by the 
county chairman they believed that the contract would 
be valid. 


First, the higher court held that the Dixie Tank 
and Bridge Company could recover payment from the 
county only if it proved that an emergency existed 
which made it impractical to delay making necessary 
repairs on the water tank. The court said: 


“In counties of population under 500,000, 
contracts involving over $4,000 require adver- 
tising for bids in a newspaper as a condition 
precedent to the signing. Failure to comply 
makes the contract void. It would appear to 
us that there was a question as to whether a 
great emergency existed on the date of the 
contract. Maybe the facts would establish this 
or maybe the facts would make this point 
evaporate. It is difficult to see how the county 
could be liable unless an emergency can be 
sustained.” 


Also, this higher court indicated that the county 
chairman could be personally liable to pay the con- 
tract price of $7,511.60 to the Dixie Tank and Bridge 
Company if the testimony showed that no emergency 
existed at the time the contract was signed. The 
court said: 


“Chairman Warner didn’t have to sign any 
contract . . . So we think that there was at the 
very least a genuine issue of fact as to whether 
he was liable. As a matter of law, he was liable 
if his ‘warranty’ was incorrect in its assumptions 
as to legality.” 





Statute of Limitations 


According to a late higher court decision if a suit 
is not filed against a hospital by an injured patient, 
employee, or guest within the time limit set by a 
state law, the hospital will not be held liable. 


For example, in Gautieri v. New Rochelle Hospital 
Association, 157 N. E. (2d) 172, it was shown that a 
man named Gautieri sustained an injury allegedly 
due to incompetent hospital employees while in the 
hospital. He sued the hospital for heavy damages 
more than three years after he sustained the injury. 


A state law provides that suits of this nature must 
be filed within three years after the occurrence of the 
injury. 

The higher court promptly held the hospital not 
liable in damages to Gautieri. 
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SURGICAL GUT | SILK | COTTON | NYLON | POLYETHYLENE | STAINLESS STEEL | ATRAUMATIC® NEEDLES—STANDARD OR PRE-CUT LENGTHS 





TANDARDIZE 


on safer, individually-packaged SURGILOPE SP* sterile suture strip pack 


e complete line in double-envelope strip pack eliminates all 
storage jars and solutions... checks cross-contamination at the 
suture level! 

eno broken glass to damage sutures, cut gloves and fingers, or 
invade operating field 


e loose coil replaces reel... eliminates kinks, avoids excessive 


handling 

e simple, speedy technic cuts preparation time... reduces waste 
by allowing extra sutures to be opened as needed 

e boxes instead of jars means no breakage, convenient storage, 
easier handling *Tradémark Patent Pending 





SEE THIS IMPORTANT 0.R. FILM 
SURGILOPE SP*—A Safer Suture Dispensing 
Technic. Introduction by Carl Walter, M.D., 
F.A.C.S. 

20 min., sound & color, 16 mm. Available 
through your Surgical Products Division repre- 
sentative... or write direct. 
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~. CYANANID nd 


AMERICAN CYANAMID COMPANY 
SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 
NEW YORK, N. Y. 





SALES OFFICE: DANBURY, CONNECTICUT 


PRODUCERS OF DAVIS & GECK BRAND SUTURES AND 
vim® BRAND HYPODERMIC SYRINGES AND NEE DIES, 




















. NOW 
IVS A 
SIMPLE 
MATTER 
TO 


ACCURATELY 
weigh 
seated 
or. 

' prone 
position 
PATIENTS 
with - 
the 
new 


PORTO. 
LIT 


Scale 





Weighing is so easy .. . and ac- 
curate, regardless of patient’s 
position ... with Porto Lift’s 
new scale. It fits any Porto Lift 
ever made, attaches in seconds, 
and gives readings in half pound 
graduation up to 300 pounds. 


Ask your medical supply dealer 


for a demonstration ... or write: 


PORTO LIFT manufacturing Co. 


HIGGINS LAKE, 


ROSCOMMON, MICHIGAN 
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SCANNING 
(Continued from page 9) 


Speech Possible With 
Loss of Larynx 


A new operation offers hope of 
speech to those whose larynges 
have been lost through cancer. 


Dr. John Conley, St. Vincent's 
Hospital, New York City, described 
the operation: an opening is cut 
from the patient’s neck to his 
esophagus; a small piece of vein 
from another part of the body is 
used to build a tunnel from the 
neck into the esophagus. Air taken 
through this opening can be ex- 
pelled through the mouth and 
formed into sounds. 


Patients learn to speak again 
after only a few minutes. 


Dr. Conley who performed the 
operation on 14 patients, said it 
was safe, and that the results were 
excellent, enabling the resultant 
speech sounds to be highly intelli- 
gible. 


More Males Entering 
VA Volunteer Field 


Although women traditionally pre- 
dominate as VA _ volunteers, an 
increasing number of men are en- 
tering the field, according to Vet- 
erans Administration. 

In spite of the increases, how- 
ever, more men are needed for 
activities both inside and outside 
the hospital. Male volunteers may 
help in hobby clubs, including 
short-wave radio, photography, 
chess, stamp collecting, and ceram- 
ics, and in publishing hospital 
newspapers, playing games, and 
many other services. 


In addition, they may visit dis- 
abled veterans and help them to 
find jobs and foster homes. 


Hypothermia Technic 
Hits New Low 


A new “cold-blood” surgery tech- 
nic, profound hypothermia, allows 
body temperatures to drop to 
15°C. (normal is 37°C.), about 13 
degrees below the limit previously 
regarded as safe. The technic vir- 
tually stops blood circulation for 
as long as 45 minutes. 


Usual hazards such as the brain 
damage caused by lack of oxygen 


are minimized by this system. The 
lungs of the patient are by-passed 
so that during the long operation 
they can perform their normal 
function of oxygenation. 


The technic consists of inserting 
pipes into the patient’s heart, 
draining off the blood and passing 
it through a system of stainless 
steel tubes in a heat-exchanger to 
cool it. This takes about half-an- 
hour. 


When the temperature has fallen 
to 15°C., the pump circulation can 
be stopped and the surgeons have 
up to 45 minutes, instead of the 
usual eight or 10, to perform oper- 
ations on what is virtually a dry 
and empty heart. 


After the operation, the pumps 
are started again and the blood is 
warmed in the heat-exchanger be- 
fore being passed back into the 
heart. 

One small but important advan- 
tage of the new technic is that the 
amount of donor blood required 
to prime the hypothermia pump 
is small and, unlike other forms of 
heart surgery by recirculation, is 
unlikely to cause a rush on re- 
gional blood banks. 


Learning Linked To 
Brain’s Electrical Flow 


The learning process has been re- 
lated to a decrease in the electri- 
cal resistance in the hypothalamus 
through experiments by George W. 
Brown, Ph.D., VA Hospital, Iowa 
City, Ia. 

Cats were trained to jump a 
fence when a signal was given. As 
the cats learned this task, it was ob- 
served that resistance to current 
flow in the hypothalamus decreased 
rapidly on the sound of the signal. 
The more proficient the cats, the 
more consistent the decrease in 
resistance to current flow became, 
reported Dr. Brown. 


After the experiments had con- 
tinued to the point where the cats 
were beginning to forget what they 
had learned, resistance to the flow 
of current increased. 

According to Dr. Brown, the 
systematic changes may be an in- 
dex to the learning process and 
may increase understanding of 
changes that occur within the brain 
during learning and forgetting. 
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SURGICAL 
CHAIR 











The relaxed comfort and good posture support pro- 
vided by the Amsco Surgical Chair minimize the 
strain of physical fatigue, permitting the surgeon or 
the anesthesiologist to concentrate his full energy 
upon the patient and the procedure. 

The spring tension of the swivel seat and the 
height of the backrest are easily adjustable to 
provide comfort and correct support for each 
individual. 


Height and mobility of the chair are controlled by 





the surgeon himself from a sitting position . . . with- 
out violating the sterile field. Hydraulic pump foot 
pedals raise or lower the chair to any desired point 
in the 192” to 2712" range. The entire chair moves 
smoothly on casters which are specially designed 
to avoid picking up sutures. It locks in position with 
a kick pedal which lowers or raises the center post 
anchor. 

Seat, backrest and casters are covered with 
conductive rubber. 


Write for illustrated brochure MC-559 


World’s largest designer and manufacturer of 
Sterilizers, Surgical Tables, Lights and Related Equipment 
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WON'T POP LOOSE even in high steam SPECIAL INKS in “ScoTCH” Hospital Auto- 
temperatures. ““ScoTcH” Brand Hospital Auto- — clave Tape No. 222 can’t be accidentally activated 
clave Tape No. 222 sticks at a finger touch. Seals by sunlight, radiator heat or a dry air pocket ina 
linen or paper packs quickly, surely. Peels off faulty autoclave. Only correct levels of heat AND 
clean, leaving no stains or gummy residue. You moisture can make these distinctive markings 
can even write on it with pencil, ink or typewriter. appear. And you can see them across a room! 


SCOTCH BRAND Hospital Tapes 








“SCOTCH” is a registered trademark for the pressure-sensitive adhesive tapes of 3M Co., St. Paul 6, Minn. Export: 99 Park Ave., New York 16. Canada: London, Ontario. 
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Training Medical 


Technologists 


Tenth in a Series 


By E. E. Myers, M.D.* 


e In this issue, Dr. Myers con- 
cludes his recommendations on the 
step-by-step training of medical 
technologists as well as the setup 
and operation of program and fa- 
cilities for such training. 


Accuracy of Tests, Controls 

A most important part of the 
training of the student in medical 
technology is insistence on accu- 
racy of results: the understanding 
of the importance of accuracy and 
the necessity and means of avoid- 
ing error. 

An accurate result, speedily ar- 
rived at, is the ultimate aim in 
every test and examination in the 
laboratory. An inaccurate test may 
be worse than no test, for it may 
lead to incorrect treatment. 

A broad approach to accuracy 
should be made. 


*Director, the Myers Ciinic — Broaddus Hos- 
pital School of Medical Technology affiliated 
= Alderson-Broaddus College, Philippi, W. 
a. 


Factors in Accuracy 


(1) Selection of tests and tech- 
nics: suitable for particular lab- 
oratory 


(2) Inherent errors: unavoid- 
able errors in the test; significant 
figures 


(3) Desired accuracy: accuracy 
necessary or desirable for clinical 
purposes 


(4) Chemicals and reagents: 
source; quality; storage; deteriora- 
tion 

(5) Equipment and apparatus: 
selection of; cost; sensitivity; cali- 
bration; care in use; maintenance 

(6) Individual: native ability; 
education; experience; attitudes; 
morale; fatigue; working speed 


(7) Specimen: collection, selec- 
tion of portion of specimen; de- 
terioration (“the test is no better 
than the specimen’) 


At graduation exercises a certificate should be presented by the school indicating satisfactory 


completion of training in medical technology. A sample certificate is shown below. 








DIRECTOR OF LABORATORIES 





ASST. DIRECTOR OF CLINICAL LASDRATORY 





Che Muners Clinic - Broaddus Hospital 
School of Medical Cechnology 


Chis is to certify that 


has satisfactorily rompleted a Twenty Months course in 


Medical Cechnologn 


and is herebp awarded this 


Certificate 


Given at Philippi, West Virginia, this 


dap of. , ...... 








DIRECTOR OF ANATOMIC PATHOLOGY 
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(8) Performance of test: time; 
repetition of test; relation to other 
tests 


(9) Environment: temperature; 
barometric pressure; humidity; con- 
tamination 

(10) Clerical: labeling; writing 
and copying of reports; involve- 
ment of other departments (of 
hospital) 

(11) Arrangement of laboratory: 
space; efficiency; noise. 

General Controls 

(1) Standards: source; method 
of checking 

(2) Normal control: single spec- 
imen; pooled specimen 

(3) Positive and negative con- 
trols 

(4) Statistical control: repetition 
of tests; percentages; averages; 
evaluations 

(5) Control in time: Compari- 
son with previous resiilts 

(6) Duplicate analyses 

(7) Reverse approach check 

(8) Two-procedure check 

(9) Two-person check 

(10) Two sources of materials 
check 

(11) Clinical correlation 

(12) Reference laboratory 


Specific Controls 


Must be set up for each test, 
the number and types depending 
on the test. The allowable varia- 
tion for each test should be deter- 
mined by each laboratory. The 
first step in avoiding error is to 
recognize that error may occur. 
Avoidance of error involves both 
means of preventing error and de- 
tecting error once it has occurred. 


(Continued on page 65) 
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OF SURGICAL PREFERENCES 


Wilson —% 
BROWN MILLED 
SURGEONS’ GLOVES 


Manufactured through a process. that-permits a thin, sensi- 
tive product—WILSON BROWN MILLED gloves meet all normal 
service requirements in withstanding tension and steriliza- 
tion. Available in color-banded wrist style. 


WILSON 
~~" BROWN LATEX: 
- ? SURGEONS’ GLOVES 


Made from natural latex rubber with quality rigidly controlled . 
throughout manufacture—exactly the same as the white latex 
in design. Available with curved fingers in both color-banded 
and rolled-wrist styles. 
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h aN 
WHITE’LATEX 
SURGEONS’ GLOVES 


Made from pure white latex in a-controlled single-dip process 
for the thinnest gloves compatible with strength and long 
wear. Naturally curved fingers insure freedom from binding, 
strain and operating fatigue. Now available in color-banded or 
rolled-wrist style, in both regular and ready-for-the-sterilizer 
RAPAK units.’ 


Every Wilson latex surgeons’ glove is pre-powdered with Bio-Sorb” Dusting Powder. 


B-D| 


THE WILSON RUBBER COMPANY - CANTON, OHIO 


A DIVISION OF BECTON, DICKINSON AND COMPANY : RUTHERFORD, NEW JERSEY 
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| LAB continued 


Rules for Medical Technologists 

A list of guiding, philosophical, 
statements has been found helpful 
jn promoting proper attitudes both 
during the training period and 
' following: 

(1) Remember the patient. The 
laboratory exists for the patient. 
| The patient is an individual — do 
not lose sight of this in doing lab- 
oratory tests. Every specimen dif- 
' fers as much from others as the 
' individual differs from others in 
his appearance. Apply the Lab- 
| oratory Golden Rule—“Do unto 
| the patient as you would like to 
) be done unto you if you were the 
| patient.” 


(2) Do not disclose professional 
| confidences. Laboratory results and 
_ records are part of the privileged 
communications of the patient. 

(3) Be honest with yourself. Be 
exact and thorough in every step 
' of every procedure. Make no ex- 
ception. In laboratory work, min- 
utiae of method are of the highest 
| importance. 


(4) Constantly strive for im- 
provement in knowledge and tech- 
nic. Remain flexible to change. 
Read current laboratory journals 
and textbooks. The duty of a med- 
ical technologist “ . does not 
begin and end with the conscien- 
tious performance of the daily task. 
For those in the medical profession 
it means relentless study inspired 
by perennial and persistent demand 
for solution of perplexities.” 


(5) Avoid error, but if it comes, 
meet it squarely and respond prop- 
erly. There will be less chance for 
error in the future. “It is impos- 
sible but that ‘mistakes’ will come, 
but woe unto him through whom 
they come.” 


(6) Approach each test with a 
critical attitude. The ability and 
- usefulness of a medical technologist 
is evidenced by the questions that 
are raised during routine work. 
Retain your enthusiasm even in 
routine work. 


(7) Support your professional 
Societies. One of the greatest satis- 
factions in your professional career 
will be associations with your co- 
workers and attendance and par- 
ticipation in society meetings. 
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Certificate of ‘Registry of Medical Technologists” given upon successful completion of examina- 
tion. Only those who have completed the prescribed training in an approved school are 
eligible to take the examination and receive this certificate. 


(8) Contribute to medical liter- of the school, concluding a brief 
ature by recording your observa- statement by the director on the 
tions and the results of your efforts significance of graduation and the 
to originate and improve technics. responsibilities of the medical tech- 
Help teach others the science and nologist. It is ideal to have a pin 
art of medical technology. The of the school which can be present- 
ultimate in professional attainment ed at the same time. 
will come in passing knowledge on 
to improve the field of medical 
technology. 


Registry Examination 
It is assumed that the graduate, 
having been carefully selected for 
(9) Conduct yourself always in admission to the school and having 
a professional manner and treat fulfilled the requirements for grad- 
the patient and others with whom uation, would have no difficulty in 
you come in contact with kindness passing the examination given by 
and consideration. the Registry of Medical Technol- 
(10) Remember: the perform- ogists of the American Society of 
ance of laboratory tests must be Clinical Pathologists. He should 
supervised and the results inter- be encouraged to take the Registry 
preted by a licensed physician. ©X@Mination as soon after gradua- 
Laboratory examinations are the “ion as possible. 
practice of medicine. Mutual re- However, at times there are bor- 
spect between the pathologist and ___der-line situations in which it may 
medical technologist in regard to prove desirable to make successful 
the capacity, limitations, and re- passing of the Registry examination 
lated professional spheres of each a prerequisite for graduation from 
is necessary. the school. Or, if the graduate fails 
Presentation of Certificate to pass the Registry examination, 
Upon satisfactory completion of the school should consider it an 
the training in medical technology, obligation to assist the graduate in 
it is appropriate to have some type further study so that he can suc- 
of formal graduation exercise at cessfully pass it. 
which the families and friends of The certificate given by the Reg- 
the graduates can be present, fol- _istry should be proudly displayed 
lowing or preceding a reception. by the registered medical technol- 
At this time the graduates are Sit wherever he is employed, and 
each presented with a certificate (Continued on page 67) 
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LAB continued 


he should keep his registration ac- 
tive by renewing it yearly. 
Graduate Study 

Those graduates who can should 
be encouraged to continue their 
academic training in graduate 
school in one of the branches of 
medical technology toward a mas- 
ter’s degree, or higher. 


The medical technology curricu- 
lum should include the course 
requirements for entrance into 
medical school, and some students 
will naturally find it desirable to 
pursue the study of medicine. 


Conclusion 

During the training period in 
medical technology the student 
should have matured in every way 
and be ready to accept responsi- 
bilities in the profession of med- 
ical technology and in citizenship 
and community activities as well. 

Medical technology is a relative- 
ly new profession, but it has at- 
tained remarkable professional 
character. Its destinies are indis- 
solubly linked with those of clini- 
cal pathology, a relatively new 
medical specialty. 

As the performance of clinical 
laboratory examinations are more 
and more recognized as the prac- 
tice of medicine, the specialty of 
clinical pathology will advance— 
and with it the profession of medi- 
cal technology. Pathologists can be 
justly proud of the improvement 
in standards and professional at- 
tainments of medical technolo- 
gists. They have come up through 
a struggle with standards of train- 
ing and economics but have re- 
sponded and fulfilled in the tradi- 
tional American spirit. 


Much remains to be done, and 
itis hoped that this series will help 
in advancing the standards of train- 
ing in medical technology. 


Grateful acknowledgment is 
hereby given to those who have 
helped in the preparation of this 
series: to Miss Rosemary Phillips, 
secretary to the laboratory; to Mr. 
Richard Crawford, B.S., medical 
photographer; to Miss Clementa 
Rose Proudfoot, BS. M.T. 
(ASCP), B.B., chief medical tech- 


nologist at Broaddus Hospital, and 


Mr. S. J. Zacharias, M.S., M.T. 
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(ASCP), assistant director of clini- 
cal laboratories; and to technolo- 
gists, students, and other personnel 
of The Myers Clinic-Broaddus Hos- 
pital Laboratory. 


Average Life Span Up 

11 Years Since 1936 

The average life expectancy of 69.6 
years is an increase of 11 years from 
the 58.5 year expectancy of 1936, 





according to National Office of 
Vital Statistics. 


Statistics also show that a U.S. 
citizen who has reached the years 
between 60 and 65 can expect to 
live another 174 years. 


U.S. women outlive U.S. men by 
more than six years. Figures for 
1956 show U.S. males average 66.7 
years, U.S. women, 73 years. 
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REVERSIBLE 


| Dethopedic §3uipnentse: 


SPLINTS 


Plants also in 
Great Britain 
and Germany 
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Usable on 
Full Panel Beds 


Because of its versatility and simple 
design, this all-new Buck’s Extension 
Hook met with enthusiastic response 
when introduced at the recent ASTA 
convention. Being both reversible 
and adjustable in height, this 3-pul- 
ley appliance is indicated for cervi- 
cal,lower extremity and many other 
types of traction, and fits over any 
type bed, including full panel. No 
holes to drill. 


® All-steel construction, 
cadmium plated. 


® Bed-contacting parts have 
vinyl-dipped, baked-on finish 
to prevent marring. 


® Vinyl-tip is removable, for 
reversing hook. 


Onder today 
thra your surgical 
supply dealer. 
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PUSH-BUTTON. 


PATHOGENICIDE 








~ AEROSOL 


(active 
ingredient: 
Povidone 

lodine) 


In prepping procedures, quick, easy-to-use 
BETADINE AEROSOL SPRAY assures un- 
excelled topical pathogenicidal activity with 
maximum ‘surgical acceptance and patient 
comfort. It eliminates microbial colony trans- 
fers, minimizes insult to denuded areas, 
maintains sterile field throughout operation, 
covers body crevices, and saves time. 


established in 1905 
TAILBY-NASON CO., INC., DOVER, DELAWARE 





RE 8: 


“BETADINE AEROSOL SPRAY kills bac- 


teria, fungi, yeasts, protozoa, and viruses on 
contact; zt is effective against resistant organ- 
isms including Staph. aureus, and will not 
lead to the development of resistant strains on 


- prolonged use. 


BETADINE AEROSOL SPRAY, a povidone 
iodine complex spray, provides all the germi- 
cidal properties of elemental iodine, yet is 
nonirritating, nonsensitizing, and nontoxic to 
skin or mucosa.** 





BETADINE AEROSOL SPRAY supplied: in 3-ounce bottle. 


same pathogenicidal properties also available in BETADINE 
ANTISEPTIC SOLUTION in 8-oz., 16-0z., and gallon bottles 
for office and hospital use. 


1, SHELANSKI, H.A., AND SHELANSKI, M.V.: POLYVINYLPYRROLIBONE- 
IODINE STUDIES THROUGH 1951, PERSONAL COMMUNICATIONS, GAF, INC. 
2. SHELANSKI, H.A., AND SHELANSKI, M.V.: J. INTERNAT. COLL. SUR- 
GEONS 25:727, 1956. 3. GERSHENFELD, L.: AM. J. SURG. 94:938, 1957. 
4. BOGASH, R.C.: BULL. AM. SOC. HOSPITAL PHARMACISTS VOL. 13 (MAY- 
JUNE) 1956. 5. GARNES, A.L.; DAVIDSON, E.; TAYLOR, L.E.; FELIX, 
A.J.; SHIDLOVSKY, B.A., AND PRIGOT, A.: AM. J. SURG. 97:49, 1959. 
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The American Pharmaceutical 


Association ....and Affiliates 


Nearly 2,000 pharmacists and 
others engaged in all phases of the 
pharmaceutical industry, along 
with their related auxiliaries, con- 
vened for their 116th convention. 

The American Pharmaceutical 
Association, organized in Philadel- 
phia in 1852, listed only 24 mem- 
bers at the end of that year. Today, 
membership totals more than 3,000 
practicing pharmacists, students, 
and men and women in other 
activities including pharmacy 
teachers, scientists, drug manufac- 
turers and their professional repre- 
sentatives, as well as those in other 
pharmaceutical and health science 
activities such as drug importers, 
the government and military serv- 
ice, and pharmaceutical publishers. 


The six affiliated groups which 
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... Cincinnati, Aug. 16-21 


held their annual meetings concur- 
rently with the APhA were: The 
American Association of Colleges 
of Pharmacy; National Association 
of Boards of Pharmacy; College of 
Apothecaries; American Society of 
Hospital Pharmacists; National 
Conference of State Pharmaceu- 
tical Association Secretaries; and 
the American Institute of the His- 
tory of Pharmacy. 


Over 200 papers of scientific and 
general interest were given, rang- 
ing from “The Incompatibility of 
Aminophylline with Certain Or- 
ganic Nitro Vasodilators and Car- 
bohydrate Diluents” to “The 
Quantitative Determination of 


Free Menthol in Peppermint Oil”; 
from ‘“‘Career Planning in a Chang- 
ing World” to “The Shakers of 


Posers for the Pros... 


Panel discussions, committee reports, 

were lively audience participation affairs. 

Answerers, reading clockwise, were Tim 
Sullivan, Indiana State Board of Health; 


Vernon O. Trystad, president-elect, ASHP; 
J. Martin Winton, president, California 
Pharmaceutical Association; William Roose, 
Indiana State Board of Health; A. H. Holland, 
Jr., M.D., vice-president, Cortez-Enloe, Inc.; and 


Rabert G. Bogash, president, ASHP 







Ohio and Their Drug Industry.” 


Officers of the APhA who served 
throughout the convention were: 
Louis J. Fischl, Oakland, Calif., 
president; Stephen Wilson, Detroit, 
Mich., first vice-president; Robert 
P. Fischelis, Washington, D.C., sec- 
retary; and Hugo H. Schaefer, 
Yonkers, N.Y., treasurer. 


Installed at the close of the con- 
vention were: Howard C. Newton, 
Boston, Mass., pharmaceutical edu- 
cator and dean, president; Leo F. 
Godley, Ft. Worth, Tex., hospital 
pharmacist, first vice-president; 
and Paul W. Wilcox, West Point, 
Pa., research pharmacist, second 
vice-president. 

I. Thomas Reamer, hospital phar- 

(Continued on page 75) 


Hospital Topics 














70 


a. wa 


IN RIO, TOO, PENTOTHAL IS GROWING IN FAVOR 


The spectacular beauty of Rio—both natural and man-made—along with 
its friendly citizens (cariocas) have helped make it an international favorite 
with tourists. And in its hospitals you'll find another international favorite 
—Pentothal. No other intravenous anesthetic has been so widely studied. 
No other, more widely accepted and used. Indeed, to know intravenous 
anesthesia is to know Pentothal. 


PEN TOTHAE sooiwwm 


(Thiopental Sodium for Injection, Abbott) 


DRUG OF CHOICE THE WORLD OVER 





Rio by Franklyn Webber (opposite page) is available in a handsome, wide-margin print. Write Professional Services, 
Abbott Laboratories, North Chicago, Illinois. 
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GREENWICH OBSERVATORY—by Stanley Meltzoff. 
A wide-margin print of this symbol of reliability 
in action is available on request to Professional 

Services, Abbott, North Chicago, Ill. 


Medicine, too, is exploring new worlds. One of these is the fast 
developing field of isolated perfusion. in this interesting new pro- 
cedure, the surgeon shunts blood through an artificial heart-lung, 
by-passing the patient's own heart and lungs. Thus he may operate 
directly on the open heart. Or perhaps he may isolate a cancerous 
lesion in some other part of the body, to circulate drugs locally that 
would be too toxic for systemic use. 

Abbott’s new Pulmopak oxygenator (pictured below) is proving 
of particular value in these procedures. This simple disposable lung 
is just one more example of continuing Abbott research in disposable 
IV equipment for hospitals. 

Abbott can help with your hospital's parenteral equipment and 
solutions needs, too. Talk to your Abbott man soon. 


SOLUTIONS AND EQUIPMENT 
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|. Thomas Reamer, center left, Chief 
Pharmacist, Duke University Hos- 
pital, receives the H.A.K. Whitney 
Award from Edward Saperstine, 
president of the Michigan Society, 
at the annual ASPH dinner. 


PHARMACY 

(Continued from page 69) 
macist of Durham, N.C., received 
the 1959 Harvey A. K. Whitney 
Lecture Award for his “outstanding 
contributions to American phar- 
macy” at a dinner meeting of the 
American Society of Hospital Phar- 
macists. Chief pharmacist at Duke 
University Hospital, Mr. Reamer 
was president of the ASHP for the 
1950-51 term. The presentation, 
which honors the late Mr. Whit- 
ney, founder of the ASHP, was 
made by Edward Superstine, presi- 
dent of the Michigan society. 


Hospital Formulary 





Proving Worth in Patient 
Protection, Cost Control 
The initial 


publication of the 
Hospital Formulary 
Service was distributed in January 
and February; even before it was 
in the mail, a second printing, two- 
and-a-half times as large, was or- 
dered. 


American 


We have had inquiries concern- 
ing the absence of physicians on 
our committee, and your own doc- 
tors may wonder about this. The 
service is a product of the Ameri- 
can Society of Hospital Pharma- 


Gilbert Fletcher, director of inventory control, 
University Hospital, Ann Arbor, Mich., chats 
with pharmacist Shirley McCormick, Good 
Samaritan Hospital, Lexington, Ky. 


cists, officially sponsored by it, and 
it is only natural that we call upon 
our own members to do the work. 


However, we do enlist the aid 
of other professions through the 
committee pharmacists who have 
access to specialists of many types 
in their hospitals. In addition, it 
is expected that a few physicians 
will be appointed to our reference 
committee in an official capacity, 
to assure that the terminology is 
current, and the content of the 
monographs of maximum impor- 
tance to physicians. We already 
have a nurse on the committee who 
serves the same purpose for her 
colleagues. 


Monographs are prepared _ini- 
tially by one of four persons, de- 
pending on the pharmacological- 
therapeutic classification of the 
drug: the director; two assistants, 
Dr. Marc Jordin and Dr. Joy Plein; 
the secretary, George P. Provost. 


How do we decide on which 
drugs deserve monographs? It is 
the responsibility of the Pharmacy 
and Therapeutics Committee of 
each hospital to decide which drugs 
will be included in its hospital 
formulary. Therefore, our policy 


Donald Melcher and his wife, Virginia, en- 
joy each other’s company at the award din- 
ner. Mr. Melcher is pharmacist at the Oak- 
wood Hospital, Dearborn, Mich. 


He is congratulated by Joseph H. 
Oddis, far left, staff representative 
of the AHA, and by John T. James, 
above, director of continuing edu- 
cation, Catholic Hospital Association. 


is that if the drug is likely to be 
included in many hospital formu- 
laries, a monograph should be 
available so that the drug may be 
used safely, regardless of the com- 
mittee’s opinion of its merits. 

Since prompt availability is im- 
portant, our general intent is to 
provide monographs as quickly 
as possible, then send out revisions 
as later reports on the drug in- 
dicate the need. We plan to send 
“change sheets” with minor infor- 
mation, which may be transferred 
to your own formulary. 


Any hospital can use the formu- 
lary system as a means of con- 
trolling drug costs and enhancing 
safety in the use of drugs through 
uniform terminology, and it can 
accomplish these limited objectives 
with a simple drug list. But we 
earnestly submit that this is no 
longer sufficient. Drug therapy to- 
day is too complex for the average 
physician and the average nurse 
to keep up with all they need to 
know (and are legally responsi- 
(Continued on page 77) 


Evelyn Scott, St. Luke’s Hospital, meets with 
fellow pharmacists Leo Godley, of Harris Hos- 
pital, Fort Worth, Tex., and Geraldine Stock- 
ert, of Monmouth Medical Center, Bronx, 
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PHARMACY continued 


ble for knowing) in their hospital 
practice. Provision of this informa- 
tion on the actions, indications, 
dosage, and precautions in the use 
of drugs is the greatest professional 
responsibility of today’s practicing 
pharmacist. It is this need that the 
American Hospital Formulary 
Service is designed to fill.—William 
M. Heller, Ph.D., director, Amer- 
ican Hospital Formulary Service, 
as presented by George P. Provost, 
Ph.D., secretary. 


State Standards 


California's Code of Ethics 
Given Go-Ahead 

In 1935, California recognized 
pharmacy as a profession. Since 
then, the profession has had an 
up-and-down career, receiving 
stinging defeats from the legisla- 
tive body in its attempts to main- 
tain fair trade practices (with dis- 
count houses working assiduously 
for defeat). Professionally, the in- 
dividual pharmacist was being lost 
sight of as increased emphasis was 
placed on pharmaceutical estab- 
lishments. Much of the difficulty 
was due to lack of interest within 
the profession itself, with many 
pharmacists considering their du- 
ties just another job of dispensing. 





We chose James Neilson, a mem- 
ber of the ethics committee of the 
bar association, to help us draft 
legislation to give the Board of 
Pharmacy authority to run its own 
house. 


In 1959, the California legisla- 
ture passed an enabling act, per- 
mitting the State Board of Phar- 


Representatives of the United States Public Health 
Service get together for collective thinking about 
Peter 
Aberdeen, 
$.D.; Thomas A. Foster, Office of Civilian Defense 
Mobilization, Washington, D.C.; Captain Allen Brands, 
Bethesda, Md.; and Commander Paul Honda, Port- 


macy to adopt standards of con- 
duct applicable to every licensed 
pharmacist. These rules, printed 
on applications for license, have 
nothing to do with price fixing and 
advertising. The discount houses 
knew only too well what we 
thought of their efforts in this di- 
rection, and were in a financially 
fit fighting condition; therefore, 
we concerned ourselves only with 
the professional aspects of phar- 
macy practice, feeling that as we 
raised our own standards a blow 
would inevitably be dealt unfair 
and unprofessional acts. 

Conduct for which a California 
pharmacist may lose license to 
practice under our code of ethics: 

1. Willful betrayal of 

sional secret. 


a proles- 


2. Diagnosis of any kind. 
Unauthorized disclosure of a 
prescription. 

{. Filling a prescription which 
is coded or written so that it 
cannot be clearly understood. 

5. False or harmful advertising. 

6. Making, or permitting, any 
statement that services are 
available at a discount. 
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State Board of Pharmacy, 
Bellflower, Calif. 


7. Making, or permitting to be 
made, any statement claiming 
superiority of service. 


8. Suggesting or selecting cer- 
tain items of goods, services, 
or supplies. 

9. Accepting rebates. 


10. Receiving compensation from 
partnerships or corporations. 


11. Employment by unlicensed 
persons. 

—]. Martin Winton, F.A.C.A., 

president, California Pharmaceuti- 

cal Association; vice-president, As- 

sociates of the School of Pharmacy, 

College of the Pacific, Fresno, Calif. 


Re-issuing Drugs 


Uncalculated Risk 

In Left-over Drugs 

The issues involved in the accep- 
tance and restocking of unused 
drugs are familiar to many _ hos- 
pital pharmacists, but apparently 
not to all. The basic issue, of 
course, is whether or not a pharma- 
cist is legally required to accept 
such drugs; and we find nothing 


(Continued on next page) 























































TRAVAD is the first disposable enema 
that takes the patient into consideration, PHA 
by adding convenience to effectiveness... that 
18” of flexible tubing permits either self- mal 
administration by the patient in the sitting \ 
position or conventional administration Dru 
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the more pleasant, practical way to cap' 
give an enema... nothing to assemble are 
or clean up... pre-lubricated rectal tip stor 
- metal flow valve prevents spillage of “a 
fluid until time of administration pre 
‘ cist, 
saves time... releases personnel of 
, 
for other duties . . . reduces work load don 
- » costs no more than less convenient 1 
units .. . saves storage space 
self 
Each 100 ml. contains: Sodium Dihydrogen Sah 
Phosphate, 12 Gm. and Sodium Citrate, 10 Gm. the 
TRAVENOL LABORATORIES, INC. « Morton Grove, Illinois P poe and 
Pharmaceutical Products Division of Baxter Laboratories, Inc. ey 2 Reh ake To be oh Bony ia whe 
78 HOSPITAL TOPICS OCT 











PHARMACY continued 


that makes such acceptance either 
mandatory or prohibitive. 

\ccording to the Federal Food, 
Drug, and Cosmetic Act, the de- 
struction or mutilation of the orig- 
inal label while the product is be- 
ing held for use, and which results 
in misbranding or adulteration, is 
the sole responsibility of the phar- 
macist involved in its re-issue. 

In Indiana, it is currently re- 
quired that all drugs issued to a 
patient be discarded when that 
patient is discharged. This ruling 
is now being amended to permit 
the patient to take the drugs home, 
provided the attending physician 
orders their continued use on the 
hospital chart. 


Another question is whether or 
not the pharmacist is ethically re- 
quired to accept unused drugs for 
credit. This has been discussed 
with retail pharmacists who agree 
that, unless the product is pack- 
aged in vials or capsules (and then 
only in special cases), such ac- 
ceptance is.one of the faster routes 
to business oblivion.—Tim Sullivan, 
director, Food and Drug Division, 
Indiana State Board of Health, In- 
dianapolis. 


Many Aspects to Consider 


Dispensing bottles containing tran- 
quilizers, steroids, antacids and 
other products, look very much 
alike; so do bottles containing 
various strengths and combinations 
of drugs issued by the same manu- 
facturer. There is no great visual 
difference between 34 gm. of Sec- 
onal, and 114 gm. of the same 
drug. The risk is obvious. 

There is no danger in re-issuing 
capsules and vials when the seals 
are intact, they have been properly 
stored, and the expiration date has 
not been exceeded. Monogramming 
by the manufacturer is an extra, 
precautionary aid to the pharma- 
cist, though the original purpose, 
of course, was to discourage imita- 
tion. 

The questions you must ask your- 
self include: “Do I know all the 
persons who handled this drug in 
the interval between dispensing 
and return?” “Do I know precisely 
where and how it was stored during 
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the entire interval?” 


The comparison with a restau- 
rant serving a new patron leftovers 
from another diner’s plate is an 
unsavory one, but so is the atmos- 
phere surrounding the practice of 
passing on drugs from one patient 
to another. Any pharmacist re- 
issuing drugs is taking a gamble— 
not only with his own professional 
life, but with the life of a patient. 
—William A. Roose, chief, Drug 
Section, Indiana State Board of 
Health, Indianapolis. 


Infections Control 


Fact Conflicts with Theory 
in Committee Functioning 


According to the AHA and the 
AMA, an infections control com- 
mittee should be established in 
every hospital. We are in complete 
agreement, though you may get a 
different impression from the prob- 
lems which will be mentioned here. 
But only by anticipating problems 
can we go about solving them. 


The AHA and AMA further rec- 
ommend that the committee in- 
clude a bacteriologist, pediatrician, 
surgeon, internist, nurse, and hos- 
pital administrator. No pharmacist, 
you note. 





The functions of the committee 
to be as follows: 


1. Establish a reporting system. 
We are getting only 50 percent re- 
porting. Why? Well, would you 
report yourself? All too often, we 
find the answer to our questions 
regarding a patient with staph in- 
fection to be, ‘““He had it when he 
came into the hospital.” Then, too, 
there is the feeling between groups, 
with each not reluctant to let the 
other take the blame. At our med- 
ical center, we meet twice a month 
to pool our ignorance. If we have 
a specific problem, we appoint a 
sub-committee to investigate it and 
submit a report on a given date. 


2. Keep records and recommend 
remedial measures. In order to rec- 
ommend, one must have facts, and 
we lack a lot of information on a 
lot of problems. How clean is a 
“clean floor,’ for instance, and 
which floor are you describing—a 
corridor, a nursery, an operating 
room, a patient’s room? We did a 


survey, but couldn’t find any stand- 
ards for a clean floor. 


3. Distinguish between  infec- 
tions picked up inside a hospital, 
and those originating outside a hos- 
pital. We don’t know any way to 
do this. We have asked administra- 
tion how many cases there are in 
the community, but our score on 
this was zero. We can’t go into 
the area with public health people, 
because it is felt that this smacks 
of socialized medicine. 


4. Review hospital bacteriology 
service. There is a biologic balance 
between us and the bacteria in our 
environment. The problem is not 
just staphylococcus aureus, but bac- 
teria. If we defeat staph today, 
tomorrow it could be something 
else. 


Epidemiology does not necessari- 
ly have to do with epidemics, but 
with all the factors which have to 
do with the natural history of the 
infection. There are so many peo- 
ple and factors involved—visitors 
come into the patients’ rooms; 
medical technologists come _ in, 
and their technics should be ob- 
served. We asked the nursing serv- 
ice to do the latter, but it was too 
busy. So we formed another sub- 
committee to investigate the mat- 
ter, and now the nursing service 
is doing it! 

In the matter of disinfectants 
alone, we are beset with hundreds 
of products. But if you are going 
to prevent bacteria from going 
places, you cannot depend on one 
product alone. The hospital must 
turn to the pharmacist for help in 
deciding which disinfectant is best 
for thermometers, which is_ best 
for cleaning walls and floors, and 
so on down the line. 


But, as we noted, the pharma- 
cist is not mandatory on the in- 
fections committee. If you are go- 
ing to have an area of responsi- 
bility—and you should have—be 
sure to get some representation and 
authority along with it, or you'll 
be a wastebasket, and not even 
sub-committees will save you! — 
Samuel L. Hopper, professor of 
public health; department of pub- 
lic health, Indiana University Med- 
ical Center, Indianapolis, Ind. 
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= a matic, and degenerative conditions a. 
; "ioe “ 
prescription pa affecting muscles and joints. = 
Each coated tablet contains 35() ‘4 
For Depressions in 2 cc. of solution. mg. of carisoprodol. 
Trofranil, indicated for relief of Available in bottles of 100 tab- Supplied in bottles of 50 tablets. 
depressions, is manufactured by lets or cartons of 10 and 50 am- 
Geigy Pharmaceuticals in either puls. Ear Drops 
tablets or ampuls ae seman Pain. Seite Sterile anti-inflammatory and anii- 
lar administration. For Pain, Stiffness microbial otic drops are being 
Sugar-coated tablets contain 25 Soma Tablets are recommended by manufactured by White Labora- 
mg. of imipramine hydrochlor- Wallace Laboratories for treat- tories, Inc., under the trade name, 
ide; ampuls contain 25 mg. each, ment of acute inflammatory, trau- Otobione. 





Formulation includes 5 mg. of 
the anti-inflammatory agent, pred- 
nisolone acetate with 3.5 mg. of 

neomycin sulfate and 50 mg. of 
a delelel-in sodium propionate which provide 
complementary anti-pruritic and 

anti-fungal action. 

Available as a_ sterile solution 
in 5-cc. bottles with sterile sealed 
droppers. 


For Tension and Diuresis 
Rautrax, providing antihyperten- 
| sive, saluretic and diuretic effects, 
has been introduced by E. R. 
Squibb & Sons. 


Each tablet contains 50 mg. Rau- 
dixin (Rauwolfia serpentina), 400 
mg. flumethiazide, and 400 mg. po- 
tassium chloride. 





Supplied in bottles of 100. 





New Dosage Forms 


. ® Abbott Laboratories has __ intro- 
Elasticfoam 


duced Pentothal Sodium Rectal 
Suspension, a ready-mixed form olf 
Pentothal for rectal use. Supplied 


VELVET SOFT...STAYS ON LIKE A SECOND SKIN! in Abbo-Sert Package containing 


5 gm. of suspension, with each gm. 





@ NO SHAVING of body parts necessary @ ABSORBS a minimum of five times its combining 400 mg. of Pentothal 
@ DOES NOT SLIP when applied to skin: will own weight of moisture Sodium with 24 mg. of anhydrous 


@ COMPLETELY NON-TOXIC sodium carbonate as a buffer, in 


@ NO HISTORY OF ALLERGIES following a water miscible mineral oil sus- 
repeated appiications 


remain in position for indefinite time 
@ WILL NOT NARROW under pressure 





@ CAN BE STERILIZED and autoclaved @ WIDE ORTHOPEDIC use. Does not mat —— Ca! 
@ STERILE Elasticfoam CAN BE APPLIED _ UN42r Plaster casts - 
DIRECTLY to skin lesions and burns @ LIGHT WEIGHT and completely flexible A ; aginal ne “= = the _ 
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and re-used many times @ Does NOT interfere with X-RAY of Triburon Chloride, it is avail- 
able in a 3-oz. tube with 18 ap ‘ai 
|  plicators. — 
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| Mycostatin, an antifungal antibi- 
SURGICAL PRODUCTS ;). ie 


otic, is now available from E. R. 
RESEARCH * PRODUCTS + DEVELOPMENT Squibb & Sons in cream form. 


| Formulated in a vanishing cream 
CONNECTICUT BANDAGE MILLS, INC. base, each gm. contains 100,000 


BRIDGEPORT * CONNECTICUT | units of nystatin. 
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“Imagine—getting a 
two-year free instrument 


maintenance service!” 
































WECK INSTRUMENT AGREEMENT 


—a service and a saving never before offered to hospitals 


You agree to a $500. minimum annual purchase— 
ordered as needed by your hospital with but a $50. 
initial order. 


Every Weck-branded instrument purchased by you 
during this agreement will be date-stamped. On all 
such instruments (except knives and blades) you will 
receive a TWO-YEAR FREE REPAIR AND SHARP- 
ENING SERVICE. 


The dates on the instruments will permit you to verify 
the 2-year repair period and check the longevity of 
Weck instruments. 


You will also receive a 5% discount on all other 
repair service during the period of this agreement. 
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EDWARD WECK & COMPANY Brooklyn 1, New York 
DIVISION OF STERLING PRECISION CORP. 


_ Manufacturers of Fine Surgical Instruments and Hospital Specialties - Instrument Repairing - 
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In addition you will receive a 5° discount on all of 
your Weck instrument needs for the next 12 months. 


You will receive additional discounts for large in- 
dividual orders. 

And remember—‘‘Weck branded”’ means just that— 
instruments made by Weck at the Weck plant. 


With our date-stamped instruments and free repair 
service, you will prove to yourself that Weck 
surgical instruments are the most economical of any 
brand of instrument you could buy. If we weren’t so 
positive of our own fine quality we could never make 
such a guarantee as this. 

If your Weck representative has not yet contacted you 
to explain this revolutionary plan please write for full 
information to: 
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International Congress of Paediatrics 


.»» Montreal, Canada, July 19-25 


@ Nearly 1,600 members of the International Congress 
of Paediatrics convened for their ninth meeting in 
Montreal, marking the first time Canada has been host 
to the distinguished assembly. 


Following close on the visit of H.R.H. Elizabeth II, 
Queen of Great Britain and Canada, Montreal was 
graciously geared to its responsibilities, and fulfilled 
them with eclat and an old world charm typical of the 
city — in all matters save the weather. 


Gripped in a distinctly atypical heat wave, even the 
tall-masted flags of many nations found no breeze 
to stir their folds; but they were bright symbols of 
common hope to the delegates from 63 countries, 
come to work together to help prevent and alleviate 
some of the world’s ills, not only of the body, but of 
the mind and spirit. 


Nor did the temperature affect to the slightest de- 
gree the intellectual curiosity and fervor of the men 
and women, who represented a vast reservoir of some 
of the world’s most brilliant and astute medical 
thought and action. 


The Prime Minister of Canada, the Rt. Hon. John 
G. Diefenbaker, P.C., Q.C., M.P., speaking in both 
English and French at the opening of the congress 
on July 20, said in part: 


“The time is past when we can hope for the solu- 
tion of any of our major problems within the confines 
of any single nation. This conference, comprising as 
it does, medical scientists from so many countries, 
cultures, creeds and races of mankind, is an inspiring 
example of what singleminded dedication to a com- 


John G. Diefenbaker, left, Prime Minister of 
Canada, was genial host at opening day cere- 
monies to Dr. Mihail Maslov, center, and Sarto 
Fournier, Mayor of Montreal. Dr. Maslov was 
head of the Russian delegation representing the 
U.S.S.R.'s 50,000 pediatricians. 










ediatrics 


mon problem has achieved and will achieve in greater 
measure in the years ahead. 


“Medical science recognizes no limitations or 
boundaries in its mission for mankind, and has dem- 
onstrated that the gulf between two political ideolo- 
gies can be bridged in a spirit of mutual help and 
cooperation.” 


Interviews arranged for the press engaged some of 
the profession’s most venerable and colorful figures. 


Dr. Bela Schick, discoverer of the Schick test for 
diphtheria susceptibility, and one of the grand old 
men of medicine, announced that though he didn’t 
want to be criticized, he does not hold with fads in 
child rearing, especially the modern notion that new- 
born infants should eat anything. 

Now 82, with 59 years of pediatric practice and 
research behind him — and looking forward to “dying 
with his boots on”—Dr. Schick commented, ““The poor 
baby is very good to the pediatrician — he obligingly 
eats anything! Still, if I had a baby, I wouldn’t feed 
him meat right away.” 


Dr. Mustafa El Diwany, pediatrician to the five 
Nasser children, reported that rickets remains a real 
problem in Egypt. In the past few years, the inci- 
dence of the disease has dropped from 45 percent 
to 12 percent, but it still persists, even in the families 
of the well-to-do. Though the country enjoys an 
average of eight hours of sunshine in each 24, there 
is so much dust, sand, and moisture that the ultra- 
violet rays are filtered out. 


Children are also overclothed, according to Dr. 
(Continued on next page) 


Sir Wilfred Sheldon and his daughter, Dr. Joanna Sheldon, of London, 
take time out between meetings to share a cup of tea. Sir Wilfred 


is “family physician” to Britain’s Princess Anne and Prince Charles, 
and was one of the speakers at the convention. 


PEDIATRICS continued 
El Diwany, and dwellings are not conducive to health. 
Infant mortality, which runs from 140 to 150 per 
1,000 children, is especially high during the summer 
months, due to lack of refrigeration for fresh milk. 
Vaccination against smallpox, and inoculation against 
diphtheria and tuberculosis are compulsory, and 
these, together with whooping cough, tetanus and 
Salk vaccine shots are provided free. 

A husband-and-wife team who also spoke of nutri- 
tional problems were Dr. C. C. de Silva and Dr. 
Stella de Silva, of Colombo, Ceylon. 


Lack of sufficient quantity of food for children 
aged six months or more, especially when breast feed- 
ing is insufficient, is a large factor, they said. There 
is not enough fresh milk, and dried milk is too expen- 
sive for most parents, though the government is 
endeavoring to make it more generally available. 


Poor traditions are another obstacle, according to 
the doctors. Milk is given only during the first year; 
shortly after the child’s first birthday, a feast is given, 
and he is allowed his choice of foods. Mild curries 
with rice, but no peppers, are the usual diet following 
this milestone. Infant mortality is about 60 per 1,000, 
a decrease of 88 per 1,000 since 1946, but mortality 
during the first to fifth year is 20 times higher. 


“Scurvy,” said Dr. C. C. de Silva, “is still with us, 
because of the lack of fruit juice; and one of my small 
patients developed it despite his privileged back- 
ground because his over-zealous mother boiled his 
orange juice.” 


Dr. Mihail Maslov, dean of Russia’s 50,000 pedia- 
tricians, and head of the U.S.S.R.’s delegation of 11 
women and five men, said that more than 94 per cent 
of his country’s pre-adolescent population is now 
under continuing observation from the time of birth. 


Bi-weekly home visits by pediatricians continue 
for six months; at the end of that period they con- 
tinue on a monthly basis until school age, at which 
time they are put on a periodic basis until adolescence. 
This preventive service is free, and if symptoms 
appear, the youngsters are sent to a central clinic for 
diagnosis and treatment. 


According to Dr. Maslov, Russia’s two major prob 
lems are respiratory disease, and complications follow 
ing premature birth. However, 98 percent of th 
women now go to maternity centers to have thei: 
children, and infant mortality is 10 times lowe: 
than during the Czarist regime. Polio has been almost 
completely wiped out, but protective measures a1 
strictly adhered to via oral vaccination. 


The ability of an American-made live polio virus 
vaccine to provide immunization for more than 
6,000,000 Russians this vear, as touched on by Dr. 
Maslov, may pave the way for its early use in North 
America, according to its developer, Dr. Albert B. 
Sabin, of the University of Cincinnati College of 
Medicine. 


The original live virus polio vaccine was perfected 
by Dr. H. Koprowski, of Philadelphia, in 1950, and 
used in early field trials in the Belgian Congo last 


year. 


Dr. Sabin explained that the World Health Organi- 
zation in 1957 asked for trials on a very wide scale. 
Since these had to be done where Salk vaccine, made 
with dead virus, had not been widely used, the popu- 
lations of Russia, Czechoslovakia, Singapore, and 
Mexico were chosen. The largest and most significant 
trials were undertaken in U.S.S.R. between October 
last year and this summer. 


Dr. Sabin, who said that he is virtually certain of 
the vaccine’s safety and potentiality, added that he is 
confident evidence of its superiority will be available 
by November. 


“And,” he concluded, “the one factor which makes 
this vaccine different from any other live vaccine ever 
developed is that it provides immunization not only 
tor those who swallow it, but for anyone else with 
whom these persons come in contact. It is 100 per- 
cent cheaper than Salk, only 50 percent of the popu- 
lation has actually to swallow it, and it is more prac- 
tical since only one treatment is required compared 
to three for Salk.” 


Dr. David Bonner, professor of microbiology at the 
Yale School of Medicine, in New Haven, Conn., held 
(Continued on page 87) 


Dr. C. C. de Silva, of Ceylon, catches the eyes of his wife, Dr. Stella 
de Silva, and the ears of his colleague, Dr. Mustafa El Diwany, of 
Egypt. The latter is physician to the five children of Gamal Nasser, 
president of the U.A.R. 
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Greater promise for survival 


within the “protective shell” of the ISOLETTE’ 
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The ISOLETTE® insures every advantage for survival. 


Maximum protection for the tiniest infant requires 
strict isolation and precise control of the incubator 
environment. The IsoLetTe® Infant Incubator alone 
provides these essentials through ‘“‘well regulated 
warmth and humidity and economical oxygen con- 
centrations in a convenient working area for nurse 
and doctor . . . The isolation of the patient from his 
neighbors and from the contaminated or ailing doc- 
tor or nurse is an additional safeguard. Intravenous 
cutdowns, weighings, spinal taps and other proce- 
dures are all possible within its protective shell.””! 

For absolute isolation, fresh, pathogen-free, circu- 
lating outside air is made available only by the 


IsOLETTE. When nursery air must be used, addition of 
the new MIcCRO-FILTER to the ISOLETTE incubator pro- 
vides pathogen-filtered air by removing all air-borne 
contaminants down to 0.5 micron in size. Moreover, 
**..a humidity of 80 to 90 percent can be obtained 
only in incubators with forced ventilation (e. g., the 
ISOLETTE).””2 

For additional information about the IsoLeTrTe, 
write to AiR-SHIELDS, INC., Hatboro, Pa. or phone us 
collect from any point in the U.S.A. (OSborne 5-5200). 


1. Lynn, H.B.: Postgrad. Med., 22:429, 1957. 
2. Dancis, J.: Postgrad. Med., 22:194, 1957. 


/ AIR-SHIELDS, INC: JA 


Hatboro, Pa., U.S.A. 








Research and engineering to serve medicine throughout the world. 
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PEDIATRICS continued 


out hope that medicine may be able to correct con- 
genital defects such as mongolism by “judicious 
genetic meddling.” 


“Once the mechanism causing the defect is under- 
stood,” he said, “and it seems mongolism has been 
traced to the presence of an extra chromosome and 
galactosemia to the failure of one bio-chemical reac- 
tion, there is hope of playing a genetic trick to insure 
the reaction’s taking place.” 

In a similar vein, Dr. Murray Barr, of London, Ont., 
and Dr. C. F. Ford, of London, England, reported 
work indicating that the answer to mental deficiencies, 
including mongolism, may lie in an abnormality in 
the number of chromosomes in cells of the body. 

For years, according to the report, medical science 
believed that everybody had but 46 chromosomes. 
Now it appears that mental defectives have an odd 
number — some 47, some 45, maybe some up to 50 — 
and this may be the basic cause of their abnormality. 

Though Dr. Barr said that his work has no immedi- 
ate applications to the prevention or cure of mental 
deficiency, it has “very exciting” implications, and 
should stimulate research in the field of mental re- 
tardation and steer investigation into definite and 
hopeful channels. Not the least important of its 
implications, he said, was that it tends to demonstrate 
that mongolism and other mental deficiencies are not 
hereditary in a true sense. 

Still another aspect of mental retardation was pre- 
sented by Dr. H. G. Dunn, of the University of British 
Columbia (Canada) pediatrics department, who 
discussed a very rare biochemical upset called phenyl- 
ketonuria, which is observed at birth and can cause 
brain damage. It can, however, be averted by diet 
balance if caught in time. 

“The brain develops fastest during the first year 
of life,” said Dr. Dunn, “so if the condition is rectified 
early, retardation may be averted. While the inci- 
dence of this condition is rare, it is a step in the 
direction of attacking this problem, which is the 
greatest cause of chronic disability in children.” 

Dr. Leon Eisenberg, psychiatrist at Johns Hopkins 
Hospital, Baltimore, Md., said that for the past sev- 
eral years, a full-time research program has been 
carried on at the hospital on the incidence of school 
phobia, in which the child has a dread of attending 
schools, and usually develops illness, often lasting for 
protracted periods. 

“The headaches, upset stomachs, and other symp- 
toms,” he said, ‘“‘are real enough at the time, but do 
not occur on non-school days, though they persist 
through a change of schools and teachers. Contrary 
to some opinion, these children are usually good stu- 
dents, with no tendency to truancy.” 


When the investigations were extended to the 
homes, it was found that it was generally the mother 
who feared the separation, and instilled a like fear in 
her offspring. The behavior of the mothers was 
studied in a specialized nursery, and it was noted that 
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Dr. Wynne Sharples, right, president of the United States’ National 
Cystic Fibrosis Research Foundation, discusses a plastic model of a 
diseased Quebec 


lung with Allan Smith, president of the Cystic 


Fibrosis Association. 


the “clinging” tendency most often originated with 
the mother rather than the child. In some cases, she 
resented the child, and clinging resulted because she 
could not accept her hostility. 

Discussing the practice of pediatrics in the Philip- 
pines, Dr. Fe del Mundo, who two years ago founded 
the 150-bed Children’s Memorial Hospital near Ma- 
nila, said that malnutrition presents the biggest prob- 
lem, with gastrointestinal disorders and tuberculosis 
also common. However, in the past few years, the 
infant mortality rate has dropped to 54 per 1,000 
babies from 103 per 1,000. 


(Continued on next page) 
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PEDIATRICS continued 

Dr. del Mundo, who said she expects to spend the 
rest of her life paying back the money she borrowed 
to build the hospital, looks forward to being joined 
in her work by her niece, Josefino, who is now com- 
pleting her training in pediatrics at the Montreal 
Children’s Hospital. 

In a paper on the treatment of solid tumors in 
children, Dr. Donald Pinkel, of the department of 
pediatrics, Roswell Park Memorial Institute, Buffalo, 
N. Y., said research with two chemo-therapeutic agents | 
has demonstrated the possibility of shrinking some 
types of cancer growths to either retard progress or 
permit surgery. 

He said the two drugs, actinomycin D, and chlor- 
ambucil, do hold out some hope for eventual cure of 
some types of cancer in children, but more needs to 
be done before that day arrives. 

Creation of a world clearing house for distribution 
of accident information was taken up during a day- 
long session devoted to childhood accidents. Program 
chairman Dr. George W. Starbuck, of New Bedford, 
Mass., said that accidents cause 62 percent of all 
fatalities occurring in the 15- to 25-year-old group. 


The possibility of such a center was put forth by 
Dr. S. E. Berman, of Israel, and other delegates sug- 
gested it could be organized through the World 
Health Organization, which could also be the center 
for a continuing research program. 


Dr. Lennart Hesselvik, WWHO official in Denmark, 
commented that the accident pattern changes with 
age and country, but that pre-school and adolescents 
are most vulnerable in all countries, with traffic acci- 
dents, drownings, burns, poisons, and falls accounting 
for the majority of deaths. One-half of all poison 
deaths are caused by an overdose of flavored aspirin. 


Dr. Robert Imrie, of the Hospital for Sick Children, 
Toronto, described the poison control program begun 
two years ago by the Department of National Health 
and Welfare, Food and Drug Directorate. There are 
now 44 poison control centers across Canada, each 
supplied with over 5,000 cards listing poisons by type, 
with symptoms and therapy. 


The finale of the congress was a televised heart 
catherization from the Montreal Children’s Hospital, 
sponsored by a drug company. 


In reviewing the summaries presented by eight 
chairmen on the last day of the congress, program 
chairman Dr. Charles Janeway, of Boston, Mass., 
commented that “basic research is now more important 
than genetic inheritance,” and whereas pediatrics has 
heretofore been a specialty, future pediatricians will 
find themselves “specializing within the specialty.” 


More than 600 papers and round table discussions 
were featured at the congress. The majority of them 
do not lend themselves to TOPICS’ customary con- 
densations, losing detail significant and informative 
fo the whole. In a forthcoming issue, however, 
TOPICS will present a number of selected capsule 
summaries of congress material. 
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SPECIAL DELIVERY —— 
ONE PREMATURE BABY 


Babies Hospital, New York City, 


Opens the Door to Normal Growth 
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@ When Baby Brown arrived by ambulance special 
delivery, in a suitcase-sized incubator, at Babies Hos- 
pital premature nursery, Columbia-Presbyterian 
Medical Center, New York City, he had a number 
of problems, including the fact that he had come 
into this world almost three months too soon. 
Weighing in at one pound, 11 ounces, his chance 
of survival 20 years ago would have been _practi- 
cally nil. Today, he has a better than 25 percent 
chance to live; if he weighed two pounds or more, 


- 


his chances would go up to 72 per cent. 


There is the threat of brain damage, with some 
degree of brain impairment present in one-fourth 
of all premature babies. He has little of the equip- 
ment needed for independent life. His lungs, kid- 
neys, and liver are not yet fully developed: thread- 
like blood vessels have not yet branched in all 
parts of his body; the nerve centers in his brain 
are not yet able to regulate body temperature, or 
even breathing. 

But Baby Brown’s most urgent problem is to 
keep warm enough to stay alive. 

“Just keeping premature babies warm enough— 
but not too warm—has been the toughest part of 
our job until recently,” says Dr. William <A. Silver- 
man, director of Babies’ premature nursery. “But 
now we think we have it licked.” 

How the problem was licked is one of the most 
important stories to come out of a premature nurs- 
ery in recent years, and it focuses on four incuba- 
tors—the first in the world to utilize infra-red heat. 


“Few of these premature babies can live, of 
course,” explains Dr. Silverman, “unless body tem- 
perature is maintained on an even keel, and not 
one of them has the resources for temperature 
regulation. Although we have a marvelous system 
for controlling the temperature and humidity in 
the air circulating through the entire premature 
nursery, as well as that supplied to each incubator, 
we have not until this past year been able to 





provide minute-to-minute individual control of the 
temperature of the incubator to respond to the 
changing heat requirements of each infant. 


“In these four units, we are supplying air at a 
controlled base temperature of 86°F., but we are 
supplementing this heat supply by special lamps. 
The lamps, placed at the top of the incubator, 
provide radiant heat from the infra-red band of 
the spectrum; in this way, the baby absorbs heat 
directly from the heat source, instead of taking it 
from a moving blanket of warm air. Another ad- 
vantage is that the ‘on-off’ response to radiant heat 
is almost instantaneous.” 

Each of the infants in the special units wears 
a temperature-sensing element attached to his ab- 
domen. Through feed-back controls, this small wire 
activates an automatic shut-off of the infra-red lamps 
the instant the infant’s body temperature goes above 
a set level. Thus the device also provides automatic 
adjustment to varying levels of air humidity which 
affect the baby’s ability to lose or gain heat. 

Each incubator also contains an artificial “baby” 
—an assembly of glass-tubing enclosing a heat-sensi- 
tive element—which safeguards against any flaw in 
the operation of the automatic temperature control 
system. If the temperature of the stand-in baby 
should go above the safety point, a red light and 
an alarm buzzer alert the nursing staff. 

The infra-red incubators are the result of the 
cooperative efforts of Dr. Frederick J. Agate, of the 
center’s department of anatomy, who has spent con- 
siderable time on the automatic system of heat con- 
trol, and Air Shields, Inc., who manufacture the 
standard incubators used in the nursery. A grant 
from the Dunlevy Milbank Foundation has helped 
implement the research, and actual development of 
the units. 


The radiant-heated units, according to Dr. Silver- 
man, “provide a micro-climate quite unlike any 
ever experienced by newborns on this planet before, 


The first incubators in the world to utilize infra- 
red heat, providing a micro-climate unlike any 
previously experienced by newborns, the four 
units at Babies Hospital keep premature infants 
in an environment of normal body temperature. 
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To keep premature babies in the infra-red units warm enough—but not 
too warm—each wears a temperature-sensing element attached to his 
abdomen. Through feed-back controls, this small wire activates an 
automatic shut-off of the lamps as soon as his temperature goes above 
a pre-set level. Adjustment to varying levels of air humidity which 
affect his ability to gain or lose weight is thus automatic. 


One of the hazards a premature infant faces is the possibility of brain 
damage due to lack of oxygen. Time is of the essence, and none is 
lost in transferring him from the hands of the social worker to the 
registered nurse at the center. According to doctors’ experiments at 
Babies Hospital, brain damage is related not so much to accident at 


birth, as to an immature respiratory and vascular system. 





and considerably closer, we think, to the ideal en- 
vironment of the mother’s body in the months be- 
fore birth. They have made it possible for us, for 
the first time, to keep these infants at the normal 
body temperature of 98.6°F. We had not been able 
to warm them up this much before, because they 
too quickly shot above this temperature point, at 
the risk of damage, before we could detect the 
change.” 


Though all doctors naturally agree that warmth 
is a requisite for life and growth, opinions on 
how much heat is desirable have been varied and 
in conflict. Some doctors felt a body temperature 
as much as 14 degrees below normal helped the 
smallest infants to survive. Others believed that a 
relatively high level of air humidity was important, 
and devised nozzles and detergent sprays to moisten 
the air of incubators. Still others argued that prema- 
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ture infants, like baby chicks, thrived best at rela- 
tively high temperatures. 


Few of these opinions were backed by scientific 
evidence until Dr. Silverman began his extensive 
studies. For some years, he has been testing the 
effect of various air temperatures and humidities 
in a series of carefully controlled observations in- 
volving some 500 infants—probably the largest num- 
ber of prematures on whom observations have been 
made. Dr. John W. Fertig, professor of biostatistics 
of the School of Public Health and Administrative 
Medicine, is collaborating on the program. 


Though the work is not yet finished, tentative 
conclusions have been reached: Premature babies 
do better at higher than at lower temperature. 
Moist air does not, as some doctors have believed, 
make it easier for premature babies to breathe. 
The beneficial effect of humidity has been traced 
to the well-known fact that moist air reduces loss 
of body heat. 


Work at Babies Hospital and other centers was 
important in finally penetrating the mystery of retro- 
lental fibroplasia, the condition in which damage 
to the retina meant blindness for some premature 
babies. 


“On the very day in 1951 that Kate Campbell of 
Australia, a pediatrician specializing in premature 
infants, walked into our premature nursery and 
told us she thought too high a level of oxygen 
was damaging the eyes of the infants whose lives 
were being saved by modern incubators,” says Dr. 
Silverman, “we received a report from a Midwest 
eye specialist presenting impressive evidence that a 
high level of incubator oxygen forestalled eye dam- 
age. 


(Continued on next page) 
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BABIES HOSPITAL continued 


“At that time, we were trying everything to 
combat the retinal damage in our babies; we 
patched eyes to keep out light, we gave ACTH, 
injected gamma globulin, searched for a causative 
virus, and tried a good deal more. 


“Finally, through the National Institutes of 
Health, we got together and arranged for scientific 
testing of the oxygen hypothesis in a number of 
large premature nurseries over the country, includ- 
ing Babies Hospital.” 


Analysis of objective data, obtained by testing a 
large number of infants at different oxygen levels, 
showed beyond any reasonable doubt that the higher 
the oxygen level, the greater the risk of eye damage. 
But the work also showed that a level of 36 percent 
oxygen, given when necessary to save the baby’s 
life, and only then, is low enough to avoid damage. 


Since, when Baby Brown arrived at his new home, 
we mentioned possible brain damage, let us go 
back to him for a moment. Warm, now, and fed 
through a soft plastic tube because of his inability 
to suck, or even swallow, he is making feeble 
kicks and groping movements. If his brain had 
suffered gravely from lack of oxygen during birth, 
he would lie quite still. There is no convulsive 
movement to indicate the possibility of brain de- 
formity. 


Things look good for Baby Brown. And _ things 
look better for prematures as yet unborn because 
of the work of Dr. Silverman and his colleagues. 


“We are beginning to be able to prove what we 
have long believed,’ he concludes, ‘that much 
brain damage is not due to defective development 
before birth, or to accident at birth. To a very 
large extent, brain damage in the premature infant 
is caused by events that occur after birth, and 
which are related to an immature respiratory and 
vascular system. 


Development is the obvious answer to immaturity, 
and so far growth and maturation have meant 
time. But we are beginning to see signs that, to 
some extent, temperature can be substituted for 
time. This is the hope that underlies our work 
with the micro-climate; this is the hope that under- 
lics our conviction that these are soluble problems.” 
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Reveal Underlying Factors 
Involved in Obesity 


Obesity is due to an output of fewer calories 
than are consumed; it can be categorized into 
two general types: adult, which starts after the 
age of 30 and constitutes 90 percent of all obesity; 
and adolescent, which starts early in life, con 
tinues through adulthood, and accounts for less 
than 10 percent of the condition. 

The adult type, developed when eating habits 
have become fairly well established, is due to con 
stancy rather than increased food intake. The 
calorie cost of living decreases with time after 
the age of 25, amounting to approximately one 
percent a year. For an individual who requires 
2,500 calories a day, one percent would be 25 
calories per day or 9,100 calories per year — 2! 
pounds of body weight. At the end of ten years 
an adult following this formula would find him 
self 25 pounds heavier. 

In addition to this calorie decrease, energy ex 
penditure may vary considerably. As one grows 
older, expenditure from physical work usually de 
creases. There can be a difference in calorie ex 
penditure between two men on a weekend. One 
may play 18 holes of golf in 3 hours and expend 
1,000 calories. Another may garden for 3 hours 
but expend only 580 calories. The difference be 
tween the two, 420 calories a day, can amount to 
over 5,000 calories, or more than a pound of body 
weight, in the course of a summer. 


This calorie-expenditure factor should not be 
minimized in analyzing adult obesity. One must 
recognize that physiological changes take place 
in the human body which demand either readjust 
ments of work and play habits or special atten 
tion to food intake as one grows older. — Herbert 
Pollack, M.D., associate professor of clinical medi 
cine, New York University, Postgraduate School 
of Medicine. 


Family Life Influences Child 

A congenial family environment usually pro- 
duces a favorable outcome of slenderness or a 
stable condition of overweight in a child along 
with good social adjustment in adult life. Fami- 
lies of these children are comparatively free of 
anxious or punitive overconcern with weight. 

Weight reduction alone is not a cure for obesity 
in childhood. It should not be attempted without 
evaluating emotional stability of the child and 
home and, in cases of disturbances, should not be 
started until considerable improvement in total 
adjustment has been made. — Hilda Bruch, M.D., 
associate clinical professor of psychiatry, attend 
ing psychiatrist, New York State Psychiatric In- 
stitute. 
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The Saftifilter-Y “28"™ 
without the pumping 
chamber is an etf- 
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The Cutter Saftisystem 
“28” consists of a 28 mm. 
Saftiflask® and improved in- 
jection sets. A new air inlet 
with a filter does away with 
the air tube, permits use of 
a solid stopper with a single 
point of entry, and permits 
only filtered air to enter 
the flask. 

The Saftisystem takes 
just 8 seconds to set up. 
There’s no searching for the 
point of entry as there’s 
only one place in the stopper 
where the set plugs in. The 
bottle, when inverted, auto- 
matically establishes a level 
in the drip chamber, and 
the incoming filtered air 
bubbling up gives a visual 
check for vacuum. 

Medication can be added 
(aseptically) either before or 
after the flask has been sus- 
pended on the T stand, even 
after infusion is started. 

Hospitals can convert to 
the Saftisystem “28” with- 
out confusion as it is com- 
patible with all closed sys- 
tems of I.V. administration. 
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Official bulletin for the 
Association of Operating Room Nurses 
Pauline R. Young, R.N., Editorial Consultant 


East Texas AORN Elects Officers 


Recently elected officers of East Texas AORN are (I. to r.): pro- 
gram chairman, Mavis Pate, ORS, Medical Center Hospital, Tyler; 
secretary-treasurer, Billie Sims, ORS, Medical Center Hospital, 
Tyler; president, Jeanette Fleming, assistant ORS, Medical Center 
Hospital, Tyler; and vice-president, Jessie Lou Anderson, OR 
nurse, Nan Travis Memorial Hospital, Jacksonville. 





Open heart surgery and the heart lung by-pass 
machine were the subjects discussed at a recent 
meeting of the AORN of Worcester, Mass., held 
at St. Vincent Hospital auditorium, Worcester. 
Guest list was composed of nurses from Mercy 
Hospital, Springfield; Providence Hospital, Holy- 
oke; Cooley Dickinson, Northampton; Farron Mem- 
orial, Montague City; Veterans’ Hospital, Leeds; 
Beth Israel Hospital, Boston; Noble Hospital, West- 
field; and St. Lukes Hospital, Pittsfield. 





Open Heart Surgery of Worcester AORN 


Above: Audience listens to featured speaker Paul 
Ware, M.D., cardiac and thoracic surgeon, who 
demonstrated the heart lung by-pass machine. 


Shown below are (I. to r.): Clare Weeks, opera- 
tor of the heart lung pump; Betty Small, OR head 
nurse, St. Vincent Hospital; Paul Ware, M.D., chief 
thoracic surgeon, St. Vincent; Sister Mary Clare, 
ORS, St. Vincent; and Grace Lejman, president, 
AORN Unit 2, Mass. 
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AORN Returns to Scene of First Triumph 


New York City—site of the highly successful first 
AORN congress in 1954—will again welcome op- 
erating-room nurses in 1960, when the seventh na- 
tional congress is held at the Statler-Hilton Hotel, 
February 22-25. 

A full week’s events are being planned for the 
congress, according to Edith Dee Hall, R.N., 
general chairman. After three and one-half days 
of formal program sessions, there will be tours 
of manufacturing plants in the New York area 
on Friday, February 26, for nurses who are in- 
terested. 

For the second consecutive year, a film on op- 
erating-room nursing will have its premiere at 
the half-day session on Thursday. The film, on 
emergency traumatic surgery, will show how a 
critical emergency case is handled in both a small 
and a large hospital. 


Subjects of some of the lectures and panel dis- 
cussions thus far scheduled for the first three days 
of the meeting include: 

e “Newer Knowledge of the Surgery of Tomor- 
row.” Chemopallidectomy, perfusion treatment of 
cancer, and tracheal fenestration are among pro- 
cedures to be discussed in this session. 

e “The O.R. and Total Patient Care.” 

e “Use and Effects of Hypnosis in Surgery.” This 
symposium will include information on the spe- 
cial preparation and instruction needed by the 
O.R. nurse working with a hypnotized patient. 

e “Injury Moulages.” 


e “Relationship of the O.R. Nurse and the 
Surgeon.” 


A new feature will be round-table discussions 
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on management skills, which will cover such topics 
as how to deal with problems in discipline, how 
to interview, how to improve communication, and 
how to function on special committees. 


The round-table sessions on sterilization, which 
proved very popular when they were introduced 
at the last congress, will be repeated. All round- 
table discussions will be held Tuesday and Wednes- 
day, February 23. and 24. 

Another feature to be repeated by popular de- 
mand is the problem clinic for small hospitals. 

Special sessions are being planned for nurses 
interested in learning more about making scien- 
tific films and about preparing articles for publi- 
cation. 

Serving under the general chairman, Miss Hall, 
are these chairmen of the congress planning com- 
mittees: 

Program: Frances Reeser, O.R.S., VA Hospital, 
Bronx, N.Y. 


Scientific Exhibits: Rose Lefkowitz, R.N., head 
nurse, operating room, Beekman-Downtown Hos- 
pital, New York City. 

Publicity and Promotion: Barbara A. Volpe, 
O.R.S., Manhattan Eye, Ear and Throat Hospital, 
New York City. 


Advance Registration: Mrs. Caroline Rogers, 
R.N., Mercy Hospital, Rockville Centre, N.Y. 


Monitors: Mrs. Joan Driscoll, O.R.S., Westches- 
ter Square Hospital, Bronx, N.Y. 


Hospitality: To be announced. 


Additional program plans will be announced 
in the November issue of HOSPITAL TOPICS. 
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AN AORN CONGRESS FEATURE 


The Operating Room Nurse 


and Nursing Organization 


By Janet Geister, R.N.* 


Our health work today has become one commu- 
nity, like our world. It’s made up of many people, 
all speaking different languages, all with special 
interests and attitudes. Our biggest single job is 
to create understanding and respect between us 
people; to find our common objectives, and to join 
hands to work for them. 

This is a hard task, for in the disciplined pro- 
fessions like medicine and nursing, our customs 
and traditions—even our tyrannies—run deep. 
We change our procedures easily. But our think- 
ing changes more slowly. 

We've been brought up on the “Yes, Doctor!” 
tradition. But we’ve moved into the “Yes, Doc- 
tor, but—?” era. The whole philosophy of pa- 
tient care today is teamwork. But we still have 
a lot of “I'll coo, and you operate” in it. 


It takes time for us to think of our particular 
world as part of a larger world, and to establish 
new attitudes. We're growing in strength in nurs- 
ing; we're beginning to realize that as partners 
we have more to do than “DO.” We have to 
think, too. We have been a “doing” profession. 
We've always been so busy “doing” we haven't 
had time to develop our philosophies, but we're 
moving very definitely in that direction. 

No field has had faster, more radical changes 
than nursing. When we consider how much the 
profession has accomplished in its 80-odd years, 
it’s hard to realize that professional nursing has 
lived its whole life in the kaleidoscopic changes 
of the space age! 

Nursing today is recognized as essential in every 
health movement. It is recognized as a_profes- 
sion, a full partner in the health professions. The 
demand for greater skills has steadily increased. 
Ten years ago the American Journal of Nursing 
listed 20 skills that once were considered the prac- 
tice of medicine, and now are delegated to nurses. 
And this was just a prelude. 


No new profession has had to make greater con- 
cessions in order to get the work done in a very 
short span of years. Over 300,000 nonprofessional 
workers have been brought into the hospitals to 
get the work done. In the earlier days, most of 
them were unprepared. We were unable at the 


*Consultant in organization, National League for Nursing; former 
board member, American Nurses’ Assn. 
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time or did not have the opportunity to work out 
lines of demarcation. The result was a very serious 
blurring of the lines, and a loss of status for the 
general-duty nurse. 


The need to get the work done, and the multi- 
plication of new procedures, fragmentized the 
nurse. She did functional nursing; she did pro- 
cedures; and the patient got fragmentized, as we 
multiplied the procedures and our interest in re- 
search increased. The patient got put on the assem- 
bly line, and the nurse had to follow him there. 

The greatest complaint we've ever had from 
patients is “‘impersonalized care,” and from nurses, 
loss of job satisfaction. 

One big question today is: who shall pay the 
cost of the nursing school — the hospital, the pa- 
tient, or a combination of both? The question is 
not for any one group to decide; it’s a “with” 
matter. It has to be worked out by everyone who 
has a concern in it. And both medical and nursing 
educators today are realizing that you can’t pack 
everything into the basic curriculum. 

What kinds of nurses do we need? 

The experiments in the various levels of nurs- 
ing education — one-year, two-year, four- and _five- 
year programs —aren’t child’s play—but there’s 
stark need for them. 


Probably our greatest single problem in nursing 
is the lack of qualified supervisors. Nursing had 
its own “population explosion,” when staff nursing 
came into being. In 1929 there were only 4,000 
nurses employed in our hospitals; the student 
nurses were doing the work. In 1959, there are 
over 200,000 — and you can’t have staff nurses with- 
out supervisors. 


The supervisor’s job doesn’t attract a large num- 
ber of nurses, because the responsibilities and 
duties have increased so greatly, but the authorities 
have not increased in proportion. 


What will be the role of the professional nurse 
10 years from now? Perhaps we get some idea from 
the pattern that seems to be emerging. Yesterday, 
when our patients were all prostrate, we did every- 
thing for the patient; today, in the maze of proce- 
dures and the need to get the work done, we do 
everything to him; tomorrow, as today’s inequities 
are dropped out, and as a patient is re-emerging as 
a patient, we will do everything with him. 
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In this wide expansion and in the very nature 
of the health movement, the growth of specialties 
within medicine and nursing was inevitable. They 
are a product of the space age, of the health revo- 
lution. They couldn’t have come earlier because 
they weren’t needed; they couldn’t have avoided 
coming, later, because they were needed. 


We're seeing them in every active field of hu- 
man endeavor. They're not born out of wishful 
thinking but out of need. No day passes without 
an addition to scientific knowledge, nor one that 
doesn’t demand greater, more intensified skills. 


“The day of the unskilled worker is almost 
over,” says a government authority, “and the day 
of the skilled worker is opening wider.” As the 
lines that mark off the special area become clearer, 
workers in these areas recognize needs —a need to 
work out their own standards of practice; their basic 
principles; the education requirements that are 
peculiar to the group. 


And as the major specialties recognize the need 
for getting their brains and steam in action behind 
these things, these specialists have set up their 
own organizations. 


Nursing at present has only three national spe- 
cialist organizations. But the demand for special 
skills is on the increase. Psychiatry, maternity, 
heart disease, school nursing, nursing service ad- 
ministration are all demanding intensified, unique 
skills. 


Whether or not the needs of these areas can be 
met in ANA or NLN departments remains to be 
seen. Nursing is moving out into a broader, more 
skilled service to society than it’s ever known, and 
more specialist groups within it are a certainty. 
How the workers within these groups handle in- 
ternal affairs is anybody’s guess. Mine is that we'll 
have more national specialist associations. 

Our first specialist group was that of the nurse 
educators, who as far back as 1893 recognized the 
need for concentrating on educational problems, 
and organized the National League for Nursing 
Education. It became a powerful influence until 
it merged 60 years later into the National League 
for Nursing. 


The same was true of public-health nursing. 
When public-health men realized that clean milk 
and clean water and all these things were not 
enough — that somebody had to go into the homes 
to teach people how to live in a cleanly way — how 
to keep their thumb out of the milk, how to swat 
the fly, how to bring up the kids — they knew that 
there had to be an agent to go into those homes. 
The nurse was chosen for that work —and the 
public-health nurse was born. 


Public-health nursing grew so fast that the 
National Organization for Public Health Nursing 
had to be organized in 1912. For 40 years it did 
wonderful work as an independent organization; 
then it, too, merged with the NLN. 


Nurse anesthetists were wandering along be- 
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longing to no one but having lots of troubles. So 
they organized the American Association of Nurse 
Anesthetists in 1931. The association has steadily 
grown stronger; its standards of education and 
practice are recognized as authoritative by the 
Department of Health, Education, and Welfare, 
and by the Joint Commission on Accreditation of 
Hospitals. 

Its membership now reaches almost 10,000. 
There are 123 schools for educating nurse anes- 
thetists, all accredited by the AANA. The last 
study the association made showed that 53 percent 
of the anesthetics in this country were given by 
nurse anesthetists. 

The industrial nurses weren’t orphans, but 
everybody wanted to adopt them. There was a 
strong pull to make them a branch of public- 
health nursing. They were a twig on the branch. 
There was also a pull to bring them into the in- 
dustrial physicians’ group. 

But the leaders behind it believed that industrial 
nursing was a distinctive field that had better or- 
ganize by itself, and so the American Association 
of Industrial Nurses was organized in 1942. It 
fought hard to get industrial nursing recognized as 
a distinctive field, and it won. 


Today, no thinking person thinks of it as a 
branch of anything, but as a distinctive field of 
nursing. —The AAIN has been a strong force in 
moving the nurse with the iodine swab with an 
indeterminate position at the edge of the plant, 
right into the center of the plant, a definite part 
of production. The iodine swab may still be 
around, but the industrial nurse’s main job is 
treating the whole man, not his cut finger — help- 
ing him with his physical, social, psychological, 
and rehabilitation problems. And the AAIN is 
moving soundly forward. 

Then we come to the AORN, the youngster. | 
don’t need to tell you that story; you have lived 
it. Ten years ago Edith Dee Hall and her asso- 
ciates laid down the foundation; now you are set- 
tled, and what a fine house is built! 


All these events are but forerunners of things 
to come. Nursing is a profession that’s grown 
mature with soul-sized problems and unparalleled 
opportunity. Its great problems and promise be- 
long to no special group, but to all of us. 


Our responsibility to society and to each other 
makes us a one-world community. More of us are 
becoming more aware of this; more aware of the 
need for mobilizing our moral, spiritual, and in- 
tellectual forces. We need to be united in our 
great cause as well as in our special causes, so that 
we are one community in spirit and purpose as well 
as in name. 

We do not lack the brain power, idealism, and 
common sense to do this; we have plenty of those 
things. But we do lack a pattern of how to achieve 
this. There seem to be two alternatives before us. 


(Continued on next page) 
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NURSING ORGANIZATION continued 
One is: 

Organic union —all nurses, regardless of spe- 
cialist interests, to be in one over-all body. 


We spent over $100,000 and many hours of pre- 
cious time that was needed on our problems, in a 
four-year effort to achieve this kind of thing — 
from 1946 to 1950. We didn’t succeed. We com- 
promised; in that compromise was born the Na- 
tional League for Nursing, and the ANA was rein- 
forced. But that 1952 compromise made no provi- 
sion for the participation of specialist associations. 
They could either disband and merge forces with 
the other two organizations, or go it alone. 


For the last three years the American Nurses’ 
Association has been urging the creation of “one 
national organization for nurses and nursing.” 
The League had a conference of its state presi- 
dents and state executives, and they all voted to 
go on as is. 


There are important questions to ask in regard 
to this idea of one over-all organization. If it is 
possible to create one over-all professional organi- 
zation, why haven't older, stronger professions 
been able to achieve it? Why does medicine have 
over 150 national medical societies that are open 
to doctors? Why does engineering have 75 national 
societies? Why do educators have scores? Law? 
Architecture? Religion? 


In 1950 we were unable to achieve one organi- 
zation. Today, with the trend toward specialization, 
do we think we can have a better change? I don’t 
know of any other professional groups that have 
so few national associations as nursing. And to 
think that one over-all body is more economical 
breaks down on examination. It just isn’t so. 


Business and industry have found that after a 
certain size is achieved, costs go up. The demand 
for just one membership dues to pay is a very 
superficial thing. The cure is worse than the dis- 
ease. It’s like the advice, “Always peel onions 
under water.” You may drown, but you won’t cry. 


The biggest single question regarding effective- 
ness of one over-all body is that of self-government, 
or autonomy. All specialist groups have unique 
internal problems and purposes that outsiders do 
not understand and can’t competently judge. 


The specialists have extramural ties with allies 
that are uniquely theirs. For example, the indus- 
trial nurses tie in with the safety engineers; the 
hygienists tie in with the foremen. They have to 
tie in with other groups in pushing their work, 
groups that have nothing to do with any other 
part of nursing. 


These specialist groups must have full power to 
act on internal matters— power to move in any 
direction that seems necessary. But in operating 
within a larger association the autonomy must be 
limited; otherwise, we simply have organization 
within an organization. And in one over-all body 
all policies and projects must fit in with those of 
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the association itself; they have to be passed on 
by the supreme governing body, whether or not 
members of this body understand all of the things 
these policies and projects involve. 


This was one of AAIN’s main reasons for voting 
against its dissolution —for voting not to merge 
with the NLN. It felt the need for full autonomy 
in internal affairs. Too few people still understood 
the problems of industrial nursing. 


I believe this also was a factor in AORN’s de- 
cision to “go it alone.” The people in the AORN 
very thoughtfully explored all possibilities before 
organizing into what you have today. 


The alternative, then, to organic union is: 


Functional unity —the meeting of minds and 
spirits on a common objective or objectives — no 
matter how many associations are involved. 


It’s a growing pattern, as more of us realize that 
our every major problem and objective touches and 
teaches into another one elsewhere. 


The health of the school child, for example, 
isn’t any one person’s property — the school nurse’s 
or the school doctor's. Last year representatives 
of 20 national medical, education, public health, 
and other groups met with representatives of the 
Parent-Teachers’ Congress to discuss child health. 
Not one of the groups meeting was interested in 
the internal affairs of the others — finances, mem- 
bership, anything — but they all had something to 
bring to the subject of child health, and something 
to get from it. That’s what I call “functional unity” 
—a one-world community of minds and spirits — 
not machinery. 


We see scores of instances of that today in all 
fields, and we will see more tomorrow. We had a 
meeting in Chicago on “What is good nursing 
care?” Five organizations joined in it. One hun- 
dred nurses had to stand for two and a half hours, 
so many came. But they were so interested in that 
common subject. It takes no money; it takes no 
time; it takes no research — only changed viewpoint! 


To me, a one-world community of nurses doesn’t 
mean one huge organized body. It means a meeting 
of minds and spirits on our common objectives. 
And we can have it tomorrow. 


Does the operating-room nurse have things in 
common with other nurses? Can she derive help 
from contact with them? Can she contribute to 
them? Can there be any doubt regarding the an- 
swers to these questions? 


Being a specialist doesn’t change our hearts. It 
only makes room for another love. You don’t lose 
your pride in the profession, nor your ambition 
for it, because you're in a specialty group. No- 
where have I met a keener interest in good patient 
care than in the specialist groups. 


Didn’t you organize to improve that care? 
Doesn’t your interest go beyond your own bound- 
aries? 

(Continued on page 112) 
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How to Test Hospital Operating Rooms 


(The following article is adapted from an article 
by Clark F. Jones, NFPA Gases Engineer, which 
appeared in FIREMAN, September 1958. Please 
pass it on to your hospital engineer.) 


In hospital operating rooms where flammable anes- 
thetic agents are used, a conductive floor serves 
as a convenient means for connecting persons and 
objects electrically to prevent the accumulation 
of electrostatic charges which may result in sparks. 


A spark discharge can take place only when 
there is no other path of greater conductivity 
through which equalization may be accomplished. 
Thus, electrostatic charges can set up dangerous 
differences in potential only in the presence of 
materials which are electrically nonconducting. 
Insulating materials act as barriers to the free 
movement of electrostatic charges and prevent the 
equalization of electrical potentials. 


These basic considerations are important in 
planning an explosion-proof operating room. To 
expand them, the National Fire Protection 
Association’s Committee on Hospital Operating 
Rooms has developed NEPA No. 56 — 1959: Code 
for Use of Flammable Anesthetics (formerly Safe 
Practice for Hospital Operating Room), an impor- 
tant booklet on hospital operating room safety. 


Much of the following information is taken 
from this booklet, which contains advice on why 
conductive flooring is necessary for an operating 
room, how it should be tested, and what equip- 
ment should be used. Standard No. 56 should be 
studied by every hospital engineer. 


It has been determined that electrical paths with 
resistances not exceeding 5 to 10 megohms be- 
tween the objects or persons will generally pre- 
vent the build-up of dangerous voltages. Thus, 
the upper limit (10 megohms or 1,000,000 ohms) 
was selected by the NFPA Committee on Hospital 
Operating Rooms for the resistance of the floor, 
with the idea that it would allow reasonable pro- 
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vision for other resistances in the conductive path. 

When actually testing the floor for safety, then, 
Standard No. 56 requires that the resistance 
measures less than 10 megohms (1,000,000 ohms) 
and more than 25,000 ohms. The apparatus for 
carrying out this test consists of two electrodes 
placed three feet apart at any points on the con- 
ductive floor. The resistance of the floor must be 
more than 25,000 ohms, measured between a 
ground connection and an electrode placed at any 
point on the floor. This latter is for protection 
against electric shock. 

In measuring resistance to ground, two measure- 
ments are made at each location, with the test 
leads interchanged at the instrument between 
measurements. An average of these measurements 
is taken as the resistance to ground at that loca- 
tion. All readings must be taken with the elec- 
trode or electrodes more than three feet from 
any ground connection or grounded object on the 
floor. 


If the resistance changes appreciably during 
a measurement, the value observed after the volt- 
age has been applied for about five seconds shall 
be considered to be the measured value. 


TEST ELECTRODES 
Before tests are conducted, the floor must be 
clean and dry and the room free of explosive gas 
mixtures. Each test electrode has to weigh five 
pounds and have a dry, flat, circular contact area 
2% in. in diameter having a surface of aluminum 
or tin foil 0.0005 to 0.001 in. thick backed by 
a layer of rubber 4 in. thick and measuring 50 
+10 hardness as determined with a Shore Type A 
durometer.* 


A suitably calibrated ohmmeter with a nominal 
open-circuit output voltage of 500 volts DC and a 
short-circuit current of 2.5 to 10 milliamperes is 
necessary for proper testing. Measurements are 


(Continued on next page) 
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Officzal Journal forAORN 
ToBe Launched in January 


O.R. Nursing, the official journal of the 
Association of Operating Room Nurses, 
will begin publication in January, 1960. 
It will be published for the association by 
Hospital Topics, and will be issued every 
other month. 


Every AORN member will receive the 
magazine as one of the benefits of associa- 
tion membership. Non-members may sub- 
scribe for $3.00 a year. 


A nurse-editor and an editorial advisory 
board will be named by the association to 
work with the editorial director, Marie 
Jett, editor of Hospital Topics. 


The new journal will contain official 
association material, chapter news, and 
papers from the annual AORN congress. 


The O.R. section of Hospital Topics 
will continue under the guidance of Carl 
W. Walter, M.D., and Dorothy W. Errera, 
R.N. Articles already scheduled for future 
issues insure that you will continue to find 
this department of help in your daily work. 


Since the formal organization of the 
AORN in 1957, Hospital Topics has served 
as the association’s official bulletin. The 
Topics staff congratulates the AORN on 
its new journal, which is an important step 
in its professional advancement, and looks 
forward to continuing cooperation with 
the AORN membership. 


Ardy Wf Morale 
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HOW TO TEST continued 


made at five or more locations in each room and 
the average of the readings has to be within the 
limits specified (25,000 ohms and 1 megohm) with 
no value greater than 5 megohms nor less than 
10,000 ohms. 


FURNITURE TESTING 


If conductive casters, tires, or leg tips are used, 
the resistance between the metallic frame of the 
furniture and a metallic plate placed under one 
supporting member but insulated from the floor 
shall not exceed 250,000 ohms, measured with an 
ohmmeter previously described. 


All rubber sheeting, and the coverings of all 
operating tables and stretcher pads and of all 
pillows and cushions are to be fabricated from 
sheeting of conductive rubber or equivalent mate- 
rial. The resistance between two electrodes placed 
not more than three feet apart on the same surface 
and also on opposite surfaces of the sheeting or 
pad assembly must not exceed 500,000 ohms when 
measured with an ohmmeter of the type described 
previously. 


ADMINISTRATION RESPONSIBILITIES 


Elimination of static charges is dependent on 
the vigilance of administrative personnel who 
purchase, supervise, and inspect operating room 
materials. It cannot be too strongly emphasized 
that even a few unwise “precautions” are apt to 
increase the electrostatic hazard. For example: 
conductive flooring may be ineffective unless all 
personnel wear conductive shoes and unless al/ 
objects in the room are electrically continuous 
with the floor. 


ROUTINE TESTING 


Conductive footwear and other personnel-to- 
floor connective devices should be tested on the 
wearer each time they are worn. Testing is done 
with an approved resistance measuring device 
having a short-circuit current not exceeding 0.5 
milliampere. The reading may be taken between 
two insulated, nonoxidizing metal plates located 
so that the wearer can stand in a normal manner 
with a foot on each, in which case the resistance 
must not exceed 1,000,000 ohms (1 megohm). 


The resistance of conductive floors and conduc- 
tive equipment must be initially tested prior to 
use. Thereafter, measurements can be taken at 
intervals of not more than one month, with a 
permanent record of the readings being kept. 


A conductive floor produces a definite shock 
hazard in the absence of an isolated electrical sys 
tem. Accordingly, the isolating transformers must 
always be installed simultaneously with or prior 
to the installation of the conductive floor. Instal 
lation in the opposite sequence is dangerous and 
should not be contemplated. 


*American Society for Testing Materials’ Tentative Method of Test for 
Indentation of Rubber by Means of a Durometer, ASTM Designation 
D676/49T, obtainable from ASTM, 1916 Race Street, Philadelphia 
3, Pa. 
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Legal Liability of the O.R. Nurse 


Answers to specific questions on the nurse’s liability 


for her professional acts 


By Helen Creighton, R.N., J.D.* 


This material is the fourth and last sequel to Dr. 
Creighton’s article, “A Malpractice Suit Can 
Happen to You!” which appeared in the May issue, 
pp. 112-117. The questions are taken from the 
discussion period following Dr. Creighton’s lecture 
before the annual congress of the Association of 
Operating Room Nurses in Houston last February. 
Also included are other questions which were sub- 
mitted at the meeting and were not answered be- 
cause of time. 


The third sequel to Dr. Creighton’s original 
article was published in the September issues, pp. 
88-89.-THE EDITORS. 


Q. Who is responsible for the activities of gradu- 
ate nurses who are exchange students from abroad 
and not licensed in the United States but are 
employed by a hospital here? 


A. In the various states there are certain exemp- 
tions for the requirements for a license to practice 
nursing. This is a matter of state statute or de- 
cided cases in a state, and the exceptions vary 
with the jurisdiction. Some of the more familiar 
exemptions include the unpaid for care of the 
sick by members and friends of the family, nurs- 
ing care given in an emergency, care given by 
religious in their work, incidental care given 
by domestic employees, student nurses in hospitals, 
registered nurses who accompany patients in 
travel, care given by orderlies in hospitals, pro- 
fessional nurses licensed in one state while they 
are waiting for registration in a second state 
where they are temporarily practicing and _ per- 
sons who nurse for hire but who do not represent 
themselves to be trained as professional nurses. 
While the exemptions vary in different states, it 
would seem that these exchange students like 
other student nurses would be exempt. Also, it 
is observed that in general such students do not 
claim to be trained as professional nurses but 
state the country from which they come and the 
fact that they are “exchange students.” Moreover, 
it would seem that the rules applicable to other 
student nurses would apply to exchange students, 
i.e., individually they are accountable for their 
own acts; as employees of a hospital, the employer- 
employee or master-servant rule is applicable; and 


*Dr. Creighton is associate professor of medical and surgical nursing, 
Southwestern Louisiana Institute, Lafayette, La. 
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supervisors who assign duties to them to perform, 
must not assign duties which they are capable 
of performing only with personal supervision and 
then fail to give it—Piper v. Epstein!. 


Q. Is the operating room staff nurse an inde- 
pendent contractor or an agent and servant of the 
hospital? Is the operating room supervisor an in- 
dependent contractor or servant of the hospital? 
Is there a difference between a Sister Supervisor 
in a charitable institution and a lay supervisor in 
a charitable institution? 


A. An independent contractor is one who _ is 
engaged in an independent trade, business or 
occupation and agrees to perform a specified re- 
sult which involves those services; however he 
retains control over the means or manner by 
which that result is to be achieved2. An employee 
is one who acts as an agent for another and per- 
forms services subject to the other’s control. The 
question of hospital liability for the nurse’s acts 
has to be looked at from the standpoint of the 
state’s own doctrine. In a state where a hospital 
is responsible for a nurse’s negligence, it has to 
be shown that a nurse is an employee of the hos- 
pital. The private duty nurse typically is an 
independent contractor. Where an _ employed 
nurse is negligent, she may be liable personally 
for injuries to the patient. In addition if she is 
an employee of a hospital, the employer-employee 
relationship exists in which she is the agent of 
the employer-hospital which is responsible for her 
acts while she is acting for him. In some situations 
there is doubt as to whether the nurse is an agent 
of the hospital or the doctor or an independent 
contractor or an employee of the patient, and the 
matter becomes a question of fact for the jury 
to decide. In general it would seem operating 
room staff nurses and operating room supervisors 
are employees; the hospital may be liable as her 
general employer or the surgeon as her special 
employer. 

In Clary v. Christiansen? a doctor who had 
operated on a patient for a lung abscess was sued 
for negligence. In connection with the surgery 


(Continued on page 112) 


1. 326 Ill. App. 400, 62 N.E. 2d 139 (1945). 
2. Am. Law Insti. Restatement of Agency, sec. 2, % 


3. 83 N.E. 2d 644 (Ohio Ct. App. 1948). 
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p BY CARL W. WALTER, M.D. 


occ a as 


Assisted by Dorothy W. Errera, R.N. 


Q. If you have a room with a conductive floor 
and furniture equipped with conductive casters 
and a person wearing nonconductive shoes enters 
the room, is the system spoiled? 


A. The person who is not connected to the con- 
ductive floor by proper shoes will build up a dan- 
gerous potential. When that person touches the 
patient who is in contact with the conductive table 
and floor, the electrons will jump from the insu- 
lated individual to the patient. The sudden dis- 
charge may cause a spark. 

The isolated person also induces a charge on 
objects about him. Should one of these be in 
marginal contact with the conductive system, the 
induced charge can be a source of a dangerous 
spark when the charged person moves away. 


Q. We are contemplating the use of a sterile 
Mayo stand tray to insure sterility of the stands 
during a long case. Which would be best—to place 
it on the stand before or after the Mayo stand 
drape is in place? 

A. It would seem most logical to put the tray 
in position before the final drape is applied. 
Otherwise, you have a noisy surface to work on 
or the problem of another drape. 


Q. If sulfonamide or antibiotic therapy is used 
preoperatively, is bowel surgery still considered 
“dirty”? 


A. Intestinal antisepsis preoperatively is not suf- 
ficient to make bowel surgery classifiable as “clean” 
surgery. 

Q. Should the wound towels, gowns, gloves, and 
instruments be changed between sides when doing 
a bilateral herniorrhaphy? 


A. If the surgery is done in a clean operating 
room in which activity is kept to a minimum so 
that air-borne contamination of exposed instru- 
ments is unlikely, and if the patient’s skin is clean 
and uninfected, a bilateral herniorrhaphy can be 
accomplished with a single kit of instruments. An 
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adhesive polyvinyl! film applied to the disinfected 
skin of both sites in lieu of skin towels eliminates 
the problem of skin bacteria. The laparotomy 
sheet is applied over the plastic drape, and side 
No. 2 is covered with a sterile towel while await- 
ing its turn. 


Q. What is your opinion of bacteriologic testing 
of autoclaves and dry heat sterilizers? 


A. The advent of commercially prepared heat- 
resistant spores makes bacteriologic testing of the 
process easier and permits the use of a standard- 
ized spore strip. On the other hand, these strips 
must be intelligently located in the sterilizer to 
yield valid data. When used for testing of the 
dry heat process, be certain that the spores are 
surrounded by the same material that is to be 
sterilized and that the spores have not been hy- 
drated prior to the test. 


Q. How long can you keep something soaking in a 
solution of a quaternary ammonium compound and 
consider it sterile? 

A. That depends on what the “something” is and 
what kind of container it is in. For example, 
ordinary stainless steel instruments in a Pyrex 
jar of 1:750 Zephiran will stay sterile indefinitely. 
A jar packed full of ordinary gauze sponges, how- 
ever, will adsorb much of the Zephiran, and in 
three or four days there will be little more than 
distilled water remaining. The sterility of the 
water is maintained only until the jar is opened 
and the contents are contaminated. 


Q. We are concerned with the very bloody and 
dirty shoes worn in our operating room. What 
is your technic for cleaning these? 


A. In cleaning shoes prior to entering the aseptic 
portion of the operating-room corridor, the first 
problem is routine cleaning to remove blood and 
pus with which the shoes have been spattered. ‘The 
wearer can do this quickly and easily by scrub- 
bing the shoes with a long-handled brush dipped 
in a solution of detergent-germicide. An iodopho 
or an aryl phenolic is good for the purpose. A 
long-handled brush, which eliminates the objection 
to stooping, can be made by bolting a 24-inch 
handle to an ordinary scrub brush. 


Cleansing the soles of the shoes routinely before 
entering the clean operating-room corridor is done 
by simply walking across the surface of a shoe 
bath —a tray holding a polystyrene sponge which 
is saturated with the same detergent-germicide 
solution. Shoe baths located throughout the ope: 
ating-room suite are an easy, inexpensive way to 
keep shoe soles reasonably clean and disinfected. 


Q. Is it good technic to use the foot of the oper- 
ating table for a working surface? 


A. The foot of the operating table can be used 
as a working surface if it is properly draped and 
if such use does not interfere with the patient's 
comfort. 
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What every O.R. Nurse should know 
about A:S-R SteriSharps blades 
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What are SteriSharps ? 


They are sterile-packed surgical 
blades made froma special alloy 
of extremely hard stainless steel. 
Like all stainless-steel surgical 
instruments they will not rust 
or corrode in hospital use. 


Aren't all sterile-packed blades made from stainless steel? 


No, only SteriSharps. All others are made from ordinary 
carbon steel which rusts, corrodes and dulls quickly 
when autoclaved or kept in solution. 


Are SteriSharps blades sharper than carbon steel blades? 


Yes. SteriSharps’ imported high-chrome alloy Swedish 
steel is hardened, tempered, ground and sharpened under 
processes developed by A-S-R to give it a sharper, longer 
lasting cutting edge. 


Can I autoclave the sealed SteriSharps packet ? 


Yes. Neither autoclaving nor dry-heat sterilizing harms 
the packet or the blade inside. This means you can include 
any number of SteriSharps packets on the instrument tray. 
The sterile nurse can then open blades as needed. And all 
unopened packets can be returned to stock. 


Can I autoclave SteriSharps blades out of the packet? 


Yes. Unlike carbon steel blades which blacken, rust and 
lose their edge when autoclaved, SteriSharps blades can 
be autoclaved repeatedly without damage. Thus, Steri- 
Sharps which have been opened but not used can be 
returned to stock. This eliminates blade waste. SteriSharps 
can be stored indefinitely without harm. 





How does A-S:R make sure | 
that SteriSharps are 100% | 
sterile ? 











SteriSharps are ultrasonically cleaned before packaging. 
The packets are sealed securely and are heat-sterilized at a 
time-and-temperature cycle well above highest hospital 
requirements. Each lot is sampled twice, and blades are 
tested for sterility by A-S-R’s own _ bacteriologists 
according to USP XV (revised). Each lot is also checked 
by an independent laboratory. 








How can I be sure SteriSharps come to me 100% sterile ? 


Test them in your own laboratory. We will be happy to 
send you a detailed description of our sterility testing 
methods. 


Can SteriSharps be re-used? 


After their work in the Operating Room, SteriSharps 
can be autoclaved and distributed to Pathology and 
other blade-using departments. 


How do SteriSharps compare in cost with other sterile- 
packed blades ? 


SteriSharps cost less. 


How do SteriSharps compare in cost with ordinary carbon 
steel blades? 


SteriSharps do away with jars and solutions and eliminate 
blade waste. In addition, the greater durability of stainless 
steel means longer blade life. Surgeons report that during 
procedures where extensive cutting is required, one Steri- 
Sharps does the work of as many as six ordinary carbon 
steel blades. Hospitals using SteriSharps report dollar 
savings of 25%, and more over conventional nonsterile 
carbon blades. 


Do SteriSharps come in all 
standard sizes and fit all stand- 
ard handles ? 


Yes. In addition, when you | 
contract for SteriSharps, you } 
will receive FREE as many (4 
stainless-steel dispensers as you 
need for your O.R. suite and | 
other blade-using departments. é 





How can I find out more about SteriSharps ? 


Write: A-S-R HOSPITAL DIVISION, DEPT. HM, 380 MADISON 
AVENUE, NEW YORK 17, N. yY. 


In Canada—aAa-S-R HOSPITAL DIVISION, 2055 DESJARDINS 
AVENUE, MONTREAL, CANADA 


Literature and samples for your evaluation available 
upon request. If you have further questions—ask us. 


i SteriSharps . « «the first sterile, stainless-steel surgical blade 


PRECISION PRODUCTS 
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Problem 
Chine 


by EDITH DEE HALL,R.N 


Q. Why is it so often charged 
that O.R. nurses think of the pa- 
tient, not as a person, but as just 
another case on the operating- 
room table? I have been in oper- 
ating-room nursing for a number 
of years, and I thoroughly resent 
and disagree with this observation. 
What is your opinion? 

A. I, too, take exception and 
would like to express my thoughts 
in detail. 

This criticism has been leveled 
against operating-room nurses not 
merely by thoughtless, uninformed 
persons but by others who teach 
nurses, write for them, and lecture 
to them. There is no proof, how- 
ever, that any of these persons has 
the ability to look into the mind 
of an O.R. nurse on the surgical 
team and find that she is not think- 
ing of her patient. 


Obviously the accusation is di- 
rected not at the nurse receiving 
the patient in the O.R. suite but 
at the one who is actually in the 
operating room serving as a mem- 
ber of the surgical team. For this 
reason my answer is in her defense. 


We are told that because we 
speak of “the appendectomy in 
room 111” we are not thinking of 
Mr. Johnson in room 111 as a 
human being. Such a statement is 
ridiculous. With many operations 
on the schedule, it would be im- 
possible for every one of the many 
team members to know each pa- 
tient and remember his name. 


The fact that we refer to “the 
appendectomy” does not mean that 
we are forgetting the patient. We 
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are simply using operating-room 
jargon which is a necessary tool 
in our daily routine. 

By and large, operating-room 
nurses are conscientious, dedicated 
people, or they would long since 
have found an occupation with less 
high tension. To say that we re- 
gard a patient as just another case 
is not only unkind but most unfair. 

The thought of the effect on the 
patient is behind all our prepara- 
tion for the operation. We are 
responsible not only for our own 
performance but for that of a long 
list of less prepared personnel who 
work in the department. This re- 
sponsibility entails hours of prepa- 
ration and constant vigilance. We 
check and re-check, supervise and 
teach, being ever mindful of the 
hazards at hand. 

We know that any breakdown in 
technic, equipment, or procedure 
may mean disaster to the patient. 
Because we emphasize the impor- 
tance of good technics, we are told 
that our thinking is technic-cen- 
tered rather than patient-centered. 
I am convinced that technic-cen- 
tered care and _ patient-centered 
care cannot be divorced if efficient 
operating-room nursing is to result. 

Nurses at the O.R. table-side 
watch for vital signs with a con- 
cern that is deep and sincere, so 
much so that many a silent prayer 
is uttered for the patient and for 
guidance to help us to measure up 
to the task before us and do what 
is expected of us. 

One must live the life of an 
operating-room nurse to under- 
stand how her mind functions and 


how she becomes a dedicated per- 
son. The strain of her complex 
duties is not tempered by the grate- 
ful remarks of those she serves. 
She, too, enjoys adding the per- 
sonal touch to allay the fears of a 
patient, but she is very often con- 
fronted with the barriers of infec- 
tion hazards, sedations, and her 
restriction to the sterile zone. 

Her concern with these things 
should not be interpreted to mean 
that she has not concentrated on 
the special needs of the individual. 
Just the opposite is true. No two 
operations are alike, and every 
good O.R. nurse is prepared fon 
rare findings and unusual demands. 
This preparation results in efficient 
operating-room nursing and indi. 
vidual attention for each patient. 

As operating-room nurses we 
should learn to consider the source 
of disparaging remarks, and to 
realize that most of them are made 
by those who have little knowledge 
of what actually takes place in the 
minds and hearts of the members 
of a surgical team. 

We must and do find satisfaction 
and take pride in giving protection 
—a real contribution to the total 
care of the surgical patient. 


Q. Do you think a full operative 
schedule should be planned for 
Saturdays? 


A. No. I think it is better plan- 
ning to have only emergency sur- 
gery done on Saturdays. In most 
hospitals nurses and other person- 
nel work a five-day week. If only 
emergency surgery were performed 
on Saturday, the majority of the 
O.R. staff could be given Saturday 
and Sunday off. A more nearly 
complete staff would then be on 
duty during the week, and bette: 
service would result. 

Such a plan would also fit in 
better with normal operation ol 
the laboratory, x-ray, and other 
departments which provide neces- 
sary services to the operating room. 

In hospitals which have not 
adopted the five-day week, it is also 
advantageous to have only emer- 
gency operations on Saturday. Usu- 
ally there is a shortage of profes- 
sional help, and there is need for 
one day to catch up with the many 
tasks which have had to be put 
aside for more important duties. 
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SELECTED BIBLIOGRAPHY 
By Dorothy W. Errera, R.N. 


Browne, A. F., Ryan, E. A., Glas- 
sow, F. J., Martin, C. J. and Shoul- 
dice, E. E.: “Staphylococcic Wound 
Infections. Study of Wound In- 
fections in Several Thousand Her- 
nia Cases,” J.4.M.A. 170:1274 July 
11, 1959. 


In a striking run-down of nasal 
carriers, ferreted out among a 
suspect surgical staff, one sur- 
geon was found to be associated 
with nine wound infections in 
ten consecutive days. The au- 
thors warn that . . . “because 
of his proximity to the wound, 
a surgeon-carrier is more dan- 
gerous than a carrier elsewhere 
in the operating room.” 


Caplan, Harold: “Control of Cross- 
Infection by Formaldehyde Disin- 
fection of Blankets,” Lancet 1:1088 
May 23, 1959. 


A scourge of staphylococcal, 
Proteus vulgaris, and Pseudo- 
monas pyocyanea infections in 
surgical patients, and a 100 
percent infection rate in post- 
operative prostatectomies per- 
sisted even after a general over- 
hauling of aseptic and dressing 
technics. Blankets came under 
suspicion, and sweep plates of 
freshly laundered blankets re- 
vealed staphylococci coliforms 
and Pseudomonas pyocyanea. 
Formaldehyde disinfection of 
blankets was instituted. In the 
12 months following, there 
were five wound infections 
compared to 12 for the 12 
months preceding. Post-pros- 
tatectomy infections dropped 
from 100 percent to 25 percent, 
and hospitalization for the lat- 


ter group was cut from 60 days 
to 20. 

A formaldehyde generator — 
a vessel containing 2.5 gal. of 
water and 2 pts. of formalde- 
hyde (20 percent) and a steam 
coil—is attached to the hos- 
pital autoclave. Steam is ad- 
mitted to the jacket at 20-30 
lbs. pressure. The formalde- 
hyde in the generator is heated 
until the gauge on the genera- 
tor registers 3 Ib./sq. in. A 
vacuum of at least 15 in. of 
mercury is drawn in the auto- 
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clave chamber; the generator 
tap is opened; the formalde- 
hyde vapor enters; the vacuum 
is released, and all blankets are 
exposed for 20 minutes. A sec- 
ond 15 in. vacuum is drawn to 
remove the odor. In 1,000 pa- 
tients, no case of dermatitis is 
reported. There is no shrink- 
ing, matting or felting of 
blankets after 30 trips through 
the sterilizer, and new blankets 
lose their annoying fluff after 
two trips. 

The author feels the critical 


requirements for formaldehyde 
disinfection are met with ex- 
posure of the blankets to the 
low concentration of formalde- 
hyde vapor at 40-60°C. in a rel- 
ative humidity above 50 per- 
cent. 

The author estimates that ni- 
trofurantoin alone in the usual 
doses for 40 days for the 19 
prostatectomy patients who did 
not develop infections, would 
have cost approximately $560. 
The formaldehyde generator is 
approximately $406. 





FLUIDS FLASKING SYSTEM 


Eliminates the hazards of water sterilizers . . . easy-to- 
handle Pyrex containers, available in range of convenient 
sizes, are filled with desired surgical or urological irri- 
. vacuum closures 


gating solutions and autoclaved . . 


Other Item 


Water Stills and 
Flask Washer-Rinser 
Flask Drain Tru 


ns Pret 


seal positively and maintain sterility until used .. . 
reusability of components affords maximum economy. 


THE MACBICK COMPANY 
DEPT. D BROADWAY - CAMBRIDGE 39, MASS. 





























“DUXE” 


NYLON 
RESTRAINTS 


ARE CLEAN, STRONG, LASTING! 


ONE PIECE TWO PIECE “SAFE-BAND” 
2 in. wide, 6 ft.] 2 in. wide, ft.]| Permits limited motion but 
long, metal tipped | usable length. protects from accidental 
ends. For stretcher] Ends fasten to side] harm. Easiest to apply or 
or operating table.} rails, chair arms, ] remove. Use about waist, on 
etc. wrists or ankles. 
Cotton webbing optional at same price. 
Special belts to order. Prices on request. 
All have Airplane-Type Quick-Release Buckles. 
Your dealer has them, or, write— 


DUXE PRODUCTS 
205 Keith Building Cincinnati 2, Ohio 











NO SNARLS—NO KINKS — NO WASTE, 


When You Use 
Stainless Steel 
*Steri-Spools in 
Halliday Wire Cutting 
Dispensers 


Wire sizes 18 tod4O BGS 
THE SUTURE 
IN YOUR FUTURE 


If your dealer cannot supply, 
write to the manufacturer— 


THOMAS W. HALLIDAY 
911 N. WESTMOUNT DRIVE 
LOS ANGELES 46, CALIF. 










*Trade Mark Registered 








TRY “KEEN-EDGE” BLADES 


AT OUR RISK! 


There isn't a better, sharper 
blade made and you can buy 
Keen-Edge as low as: 


$9.25 Per Gross 


Available in carbon steel in indi- 
vidual or rack pack. Also in: 


STAINLESS STEEL IN 
STERILE ENVELOPES 


Order a gross of your favorite 
number. Try them in surgery. If 
not satisfied return for full re- 
fund. Or, if you prefer, we'll 
send free samples. Specify blade 
number wanted. 


WOCHER’'S 


609 College St., Cincinnati, O. 
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NURSING ORGANIZATION 
(Continued from page 102) 


Too, you have a vested interest in good patient 
care because what happens to the patient before 
he comes to you, and after he leaves, affects the 
success of your work. But even more, the growing 
stress on comprehensive care and teamwork — on 
readying the patient mentally as well as physically 
before surgery — on continuity of care — inevitably 
will draw you into the planning. 

Your problems of relationships with co-workers, 
with doctors; of increased responsibility without 
commensurate authority, are all a part of the larger 
problems we are meeting. 
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What large problems of relationships, communi- 
cations, and authorities does any group have in 
nursing that do not merge with similar problems 
elsewhere? 


Too, operating-room nurses have a vested inter- 
est in nursing education, for the products of the 
schools are the source of your manpower. Their 
quality affects your quality, and you have so much 
to bring to the affairs of the profession! Your 
profound concern with patient protection, your 
ability to function in the highly organized team- 
work — these things develop wisdom, maturity, atti- 
tudes that are needed in the affairs of the profes- 
sion as well as in surgery. 


To me nothing more beautifully epitomizes the 
ideals and spirit of nursing than the poised hands 
of the operating-room nurse, anticipating needs, 
through knowledge of things; meeting these needs 
through preparation for them; giving of self freely 
for the life of others. 


When I read that 1958 brought great gains in 
open-heart surgery, I thought: whose hands, hearts, 
and spirit helped make those gains possible? 


I believe so much that those hands typify nursing. 





LEGAL LIABILITY 
(Continued from page 105) 


he had directed a nurse to get a Davis-Bovie 
machine as part of the equipment. Instead the 
scrub nurse got a Fisher machine while he was 
scrubbing for the surgery. A screen hid the ma- 
chine from view in the operating room. The pa- 
tient received a burn. The action against the 
hospital was dismissed. The court held the scrub 
nurse was not an employee of the surgeon but an 
employee of the hospital who had the duty of set- 
ting up the room and the instruments. In Hallinan 
vs Prindlet where an operating room nurse errone- 
ously gave a surgeon formaldehyde instead of pro- 
caine for use as a local anesthetic and as a result 
the patient was injured, the Court held the surgeon 
was entitled to rely on the skill and care of trained 
nurses and similar persons and he was not liable. 

Nurses employed by hospitals in other states 
function in two roles. For general purposes they 
are employees of the hospital; however, during an 
operation the nurse may be a special employee 
of the surgeon when she works under his super- 
vision and control}, 

There is a difference between a Sister Super 
visor in a charitable institution and a lay super 
visor in a charitable institution. The former is 
under a vow of poverty and a member of a re 
ligious community; in general this is a strong 
deterrent to her being sued if not an absolute 
legal barrier. Piper v. Epstein®, on the other 
hand, illustrates that a lay supervisor in a chari 
table institution was held liable in an action 


based on negligence even though the charitable Oo 


institution was exempt for liability. 


4. 22 Cal. 46, 11 P. 2d 426; 17 Cal. App. 2d 656, 62 P. 2d 1075 


(1936). 
5. Jordan v. Touro Infirmary, 123 So. 726 (La. App. 1922). 
6. 326 Ill. App. 400, 62 N.E. 2d 139 (1945). 
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HYPAK 


® STERILE DISPOSABLE 
| GLASS SYRINGE 


| B-D HYPAK Sterile Disposable 
| Syringes are the only such prod- 
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cut exactly the | 
lengths you need... 


sterilize only 
the lengths you cut 





ETHI-ROLL surgical silk and cotton 


Tru-Permanized Surgical Silk and ETHICON Sur- 
gical Cotton are now provided in the ETHI-ROLL 
Package with new “‘cut-your-own” convenience. Just 
pull out, measure the desired length on the box 
and then cut. Twenty 30-yard strands in each 
ETHI-ROLL box. 


ETHICON 
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syringes by dry heat in the auteclave? 


@ The increasing use of syringes for 
antibiotic therapy, blood chemistry 
determinations, and hematologic 
studies have made syringe supply a 
major problem for hospitals. The 
evidence that one of the etiologic 
factors in the transmission of 
homologous serum jaundice is the 
residual contamination in syringes 
and needles!: 2:3 makes heat sterili- 
zation imperative. The necessity of 
heat sterilization for syringes and 
needles used in immunization pro- 
cedures has also been documented.* 

Those who work with syringes 
and needles are prone to develop 
severe dermatitis from contact with 
residual drugs left in their syringes. 
This hazard is substantially averted 
by the use of a washing machine. 
Such machines remove many inject- 
able substances which are com- 
pounded in oil or stearate bases 
and are difficult to remove with 
manual washing; hence, mechani- 
cal cleaners must be relied upon. 


Washing Time Cut 
At the Peter Bent Brigham Hospi- 
tal, Boston, a technic has been 
developed which makes the proc- 
essing of 41,000 syringes a year 
feasible in approximately one-quar- 
ter the time heretofore required. 
Cumbersome, time-consuming, ex- 
pensive wrappings are eliminated, 
and patients are furnished a sterile 
syringe for every medication or 
treatment. Breakage is less because 
syringes are no longer lost in the 
maze of wrappers, dropped to the 
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A question often asked by central supply department 
personnel is: What is the procedure for sterilizing 


This procedure was described in HOSPI TAL 
TOPICS by Mrs. Dorothy W. Errera, R.N., in an 
article dealing with syringe-processing technic used at 
the Peter Bent Brigham Hospital, Boston. Since the 
article appeared, in February, 1954, our readers who 


Syringe - Processing Procedure: 


@ Mechanical Washing 
@ Use of Plastic Shields 


e Dry-Heat Sterilization in Autoclave 


have heard about the method have from time to time 
requested more information from Carl W. Walter, 








M.D., author of the monthly “O.R. Question Box.” 


lished. 


floor, or sent to the laundry. 

The soiled syringes are returned 
to the Central Supply Room with 
other used equipment. The plung- 
er and barrel are banded together 
with a rubber band and placed in 
wash baskets with the barrel open- 
ing dependent. Syringes are packed 
with no discrimination as to size. 
The wash baskets are locked in 
the washer. Detergent is added 
and the wash cycle started. The 
washer* is a mechanical one 
in which a_ horizontal revolving 
wash wheel is arranged to support 
adjustable trays and baskets which 
carry the glassware into the washing 
solution and out again to drain. 
After the glassware is washed (20 
min.) the detergent is drained and 
a hot or cold rinse is turned in 
(10 min.). The syringes are left 
impeccably clean. There is no 
breakage if care is taken to pack 
the baskets firmly and lock them 
securely in the washer. The washer 
cleans approximately 200 syringes 
of assorted sizes in approximately 
30 minutes. 


After removal from the washer, 
the syringes are placed in a suitable 
place (radiator, sterilizer, etc.) for 
thorough drying. They are then 
assembled and a_ plastic shield 
placed over the syringe tip. The 
syringes are sorted into baskets by 
size, and the baskets are loaded on 


*Char-Lab 
York City. 


Junior, Eimer and Amend, New 





Because of the recurring interest in this subject, we 
are reprinting the article this month to make the 
information available to those who may not have 
had an opportunity to see it when it was first pub- 


the sterilizer carriage of an ordi- 
nary dressing sterilizer. 

Because the virus of serum hepa- 
titis cannot be reliably destroyed 
by any other means, heat must be 
relied upon for sterilization. The 
virus has been shown to retain its 
ability to produce jaundice after 
exposure to 60°C. (140°F.) for fou 
hours.5 Other studies® have estab- 
lished the requirement of exposure 
to saturated steam for 30 minutes 
at 250°F. (121°C.) or dry heat at 
170°C. (338°F.) for two hours as 
minimum standards for destroying 
the virus. When syringes are steri- 
lized in steam, the parts must be 
separated so that moist heat reaches 
the inside of the syringe; otherwise 
destruction of bacteria will not 
occur. If the barrel and plunger 
are assembled with the necessary 
film of moisture, the ground glass is 
attacked by the water and the alkali 
leached out will subsequently de- 
stroy certain drugs. Hence, to steri- 
lize syringes assembled, dry heat 
must be used. A practical technic 
is to load the autoclave at the end 
of the day’s schedule, lock the door, 
turn steam into the jacket ONLY, 
not into the chamber. The con- 
tents of the chamber are heated by 
radiation and convection to 250°F. 
(121°C.), and the syringes are ex- 
posed to dry heat at this tempera- 
ture for the four hours required to 
destroy the most resistant bacteria. 
A convenient technic is to load the 
autoclave as described, turn the 

(Continued on next page) 
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Meinecke 


helps you serve 


more patients, better 


LOIRE RI 


LARGE COLORFUL EASY-TO-READ 
INSTRUCTION 
CARDS 


Bed fas a, .} 
signal doctors’ | 
instructions... | 
changes in orders 


@ save time for 


| 
L 





hospital 

personnel | ~ 
@ protect patients i | ME 
@ serve as guide to | |" 

visitors \- 


Fill in quantity of each wanted on 

this handy list and send with your 

order. 

() Absolute Rest 

L] Absolute Bed 
Rest 

C] R.M.R Oo 

CL] Chaplain Calling 

{) Clergyman Call- 


Nothing by 
Mouth After 
“2400” 


Nothing by 
Mouth After 
Midnight Ist Day 





ing G.1. Series 
(1) Clinitest Every 1 No Smoking 
Specimen [} No Visitors 
oO =— 7-11- CL] No Visitors for a 
_ +9 Few Minutes— 
DO sete Bed Patient Taking 
my Treatment 
oO A Bed C) Omit Breakfast 
Rest with B.R.P. [] Omit Breakfast 
[) Delay Tray and Hold Dinner 
(} Diabetic () One Visitor at a 
L} Do Not Disturb Time 
L) Do Not Disturb [) Out of Order 
__ —B.M.R. in A.M. [) Oxygen Being 
() Do Not Disturb Given 
_ EKG. [] Patient Sleeping 
O He Not Enter [] Precaution 
Cj E.K.G. [] Quiet 
[] Feed With Care = a 
(] Fluids Restricted a R Packi 
[] Force Fluids on sah cl sano 
[] Going to O.R. CL] Save Specimen 
(] Going to Physical [) Save Stool 
Therapy C) Save Urine 
(1) Going to X-Ray [1 Sips of Water 
] Hold Breakfast Only—Blood 
} Holy Communion Sugar in A.M. 
L) Ice Chips Only (1 Special Diet 
ga and Out- © Special Tests 
[] Semetion 5 Soaaee tadtetien 
[] lsolation—Gown UU y a 
= one a Gown & Mask 
C) Keep Flat (1 Test Urine 
[] Liquids Only [] Transfusion 
() Measure Intake = [) Turn___ Hour 
_ and Output. [) 24 Hr. Urine 
_] Measure Urine Specimen 
CL] Night Nurse + Unsterile 
Sleeping — — ; 

1 No Ice Water Urine Specimen 
© Nothing by [}) Visitors Limited 
Mouth () Water Only 
Size: 4” x 6'’—Price: $2.16 per doz. 


assorted 


Card Holders Prices per Dozen 
Lot . of 1 Doz. 3 Doz. 6 Doz. 

0 Aluminum for 

ROUND Bed Rails $8.50 $7.85 $7.40 
(1) Aluminum for 

SQUARE Bed Rails 8.50 7.85 7.40 
CJ Stainless Steel for 

ROUND Bed Rails 10.35 9.60 8.85 
(0 Stainless Steel for 

SQUARE Bed Rails 11.35 10.50 9.65 


otitis 


Meinecke & COMPANY, INC.‘ 
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Over 65 years of continuous 
service to the hospitals of America 


211 Varick St. e New York 14 
Branches in Los Angeles & Sunny- 
vale, Calif., Chicago, Dallas and 
Columbia, S. C. 








SYRINGES continued 


steam into the jacket and leave the 
syringes in the sterilizer overnight. 
The additional exposure has no 
deleterious effect on either the glass 
syringe or plastic shield. 

The syringes are removed and 
are available for immediate use. 
The plastic shield seals off the tip 
of the syringe so that the plunger 
cannot be removed until the seal is 
broken between the shield and 
syringe. This is accomplished by 
gently twisting the shield and push- 
ing it against the tip. Added advan- 
tages of this technic are quick 
identification of syringe size and 
storage requiring less space. 
References: 

1. “Syringe-Transmitted Hepatitis: 
Editorial,” New England J. Med. 
239:70, 1948. 


9. Smith, B. F., “Occurrence of 
Hepatitis in Recently Tattooed 
Service Personnel.” J.A.M.A. 144: 


1074, 1950. 


3. Walter, C. W., Murphy, W. 
Jr., and Comploier, F. C., “Sterile 
Lancets for Blood Sampling.” 
].A.M.A. 148:845, March 8, 1952 


4. Sauer, Louis W., “Precautions in 


Pediatric Immunization Proce- 

dures.” J.A4.M.A. 152:1314, August 
953. 

5. Murray, R., Diefenbach, W. C. 


L., Ratner, F. and Leone, N. C., 
“Virus of Serum Hepatitis Survives 
Heat.” Public Health Report 68: 
121, 1953. 


6. “Minimum Requirements for 
Citrated Whole Blood.” National 
Institutes of Health, Ed. 3, Feb. 19, 
1953. 


Standardization in the 
Central Supply Department 


— An Outline Guide for Planning 


By Margaret K. 


The article below has been selected 
for reprinting because it gives sug- 
gestions on another perennial CSR 
problem — standardization —a goal 
of every efficient CSR supervisor. It 
first appeared in HOSPITAL 
TOPICS in June, 1955. 

Both this and the preceding arti- 
cle are included in the Central Sup- 
ply Yearbook, Volume I, published 
by HOSPITAL TOPICS. 


Standardization, a process, consists 
of comparing with and _ bringing 
to an accepted standard. There are 
three prerequisites necessary to de- 
velop a standardization program in 
a Central Supply Department. 
First, there must be a standard 
which can be used as a guide o1 
rule; second, there must be law 
and authority to promote plans and 
enforce rules; and third, there 


*At the time she wrote this article, Miss Schafer 
was a nurse consultant in the Division of Hos- 
pital Facilities, U.S. Public Health Service. She 
recently resigned from the staff of the Federal 
HH Defense Administration, Battle Creek, 
Mich. 


Schafer, R.N.* 


must be general acceptance of all 
concerned. The following outline 
delineates the steps to be taken by 
a central supply supervisor when 
developing a standardization pro- 
gram. 

1. Standardization of Supply and 
Equipment items including 
trays and sets. 

A. Prepare a list of all items 
of supply and equipment, 
including trays and _ sets, 
furnished from the Cen- 
tral Supply Department. 

B. Review the nursing 01! 
medical procedures fol- 

the 


lowed when using 

items. 

(1) Check the use of each 
item. 


committees 
and individuals con- 
cerned about any 
changes or additions 
indicated. 


Consult 


(2) 
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II. 


(3) Review reference ma- 
terials and standards 
recommended by pro- 
fessional groups, ac- 
crediting agencies, 
governmental authori- 
ties or experts in the 
field. 


(4) Whenever _ possible, 
eliminate, consolidate 
and simplify the items. 


(5) When indicated, try 
out new items or pro- 
posed changes in one 
area as a test or re- 
search project. 


C. Prepare a draft of the sug- 
gested revised list, which 
will be used as the “stand- 
ard.” 


D. Have the suggested list re- 
viewed by all persons con- 
cerned, including — physi- 
cians, nurses, purchasing 
agent, and the business of- 
fice staff. 


E. Obtain administrative ac- 
ceptance from the hospital 
and medical authorities. 


F. Prepare a procedure book, 
card file, or Kardex of cen- 
tral supply items, includ- 
ing trays and sets. 


Standardization of Arrange- 
ment of Supplies and Equip- 
ment in the Central Supply 
Department. 


A. Prepare lists of supplies 
and equipment for the fol- 
lowing: 

(1) Raw supplies 


(2) Supplies and equip- 
ment to be processed 


(3) Supplies and equip- 
ment to be stored 


(4) Supplies and equip- 
ment for administra- 
tive functions 


(5) Supplies for house- 
keeping functions 


(6) Supplies for personnel 
functions 


B. Determine frequency of 
use. 


C. Determine amounts re- 
quired for a given period, 
such as daily, weekly, 
monthly. 
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D. Determine emergency re- 
quirements. 


E. Establish which items and 
the quantities of each item 
which will be kept in each 
area of the Central Supply 
Room, i.e., receiving, clean- 
up, processing - assembly, 
sterilizing, sterile storage, 
unsterile and apparatus 
storage. 


F. Work out an orderly ar- 
rangement for the storage 
and work areas. Place the 
articles most frequently 
used in the most accessible 
location. 


G. Make a chart for each stor- 
age and work area showing 
the items, their location 
and quantities. Post the 
charts in a conspicuous 
place. Put copies of the 
charts on cards or a Kard- 
ex file card. 

H. Make personnel assign- 
ments for the care of the 
Storage areas, including 
cleaning, inventorying and 
stocking. 

I. Keep the storage and work 
areas arranged according 
to the “Standards” indi- 
cated on the cards. Impress 
upon all members of the 
staff the advantages of “A 
place for everything and 
everything in its place.” 


III. Standardization of Procedures 


for Care and Handling of 
Supplies and Equipment. 


A. Prepare a list of supplies 
and equipment to be proc- 
essed or handled in the 
Central Supply Room, in- 
cluding sterilization. 


B. Review reference materials 
and standards recommend- 
ed by professional authori- 
ties, accredited or licensing 
agencies and experts in the 
field. 


C. Prepare a draft of proce- 
dure for each type of sup- 
ply or equipment. 

D. Consult with committees 
and individuals concerned 
about additions, correc- 
tions or changes indicated. 

(Continued on page 120) 








Time-tried Diack Controls 
1909-1959 





THE STAPH 
QUESTION 


The renewed necessity 
for “‘old fashioned” 
methods of cleanliness 
to control antibiotic re- 
sistant infections should 
make plain that: 


Every autoclave pack 
should be protected by 
a time-tried Diack Con- 
trol. 


Smith & Underwood 


(Sole Manufacturers of Diack 
Controls and Inform Controls) 


Royal Oak, Michigan 
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“Zolyse in Cataract Extraction” 
a 15 minute sound and color film 
Now Available for Complimentary Showings 


Name of person 
~ to contact 


Title 
Hospital 
City 


Alcon Laboratories, Inc. ¢ P. 0. Box 1959 e Fort Worth, Texas 
__ Attn: Physician Services Div. 











ZOLYSE 


alpha-chymotrypsin with BALANCED SALT SOLUTION, ALCON 








in CATARACT SURGERY 


ZOLYSE (alpha-chymotrypsin with BALANCED SALT SOLUTION, ALCON) selec- 
tively lyses the zonules, facilitates delivery of the lens and minimizes such dangers 


as Capsular rupture, loss of vitreous, traumatic iridocyclitis and detachment of 
the retina. 


The BALANCED SALT SOLUTION, ALCON, which is furnished as a diluent and 
for lavage purposes, ‘‘offers less cytotoxic effect to the intraocular tissues than 
does normal saline diluent:’' ‘It has been recently demonstrated that frequent 
irrigation with saline results in swelling of the corneal stroma from alteration of 
the mucopolysaccharides of the cornea.’”? 


ZOLYSE reduces operative and post-operative complications. 
ZOLYSE is safe with no known contraindications in patients over 20. 


Each ZOLYSE unit contains one vial of 750 units of lyophilized alpha-chymotrypsin 
and one 10cc vial of BALANCED SALT SOLUTION, ALCON, as the diluent and 
for irrigating the eye. 


FROM YOUR SERVICE WHOLESALE DRUGG/ST | 
Product No. 020° Wholesale List Price $7.20 per unit* Packed 12 units per case 


‘Girard, Louis J., and Neely, Wanda: “The Evaluation of Zolyse in Cataract Extraction’, Research 
Report No. 11, Alcon Laboratories, Inc., 1959. 


*Boyd, Benjamin F.: Enzymatic Zonulysis, Highlights of Ophth., vol. II, no. 4, pg. 70, 1959. 
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STANDARDIZATION 
(Continued from page 117) 
Whenever possible, elimi- 
nate, consolidate, and sim- 
plify the procedures. 


E. Prepare a final draft of pro- 
cedures. Have the draft 
reviewed by as many peo- 
ple as possible or advisable, 
who will be affected or 
who are concerned with 
the procedures. 

F. Prepare a procedure book, 
card file, or Kardex of pro- 
cedures. 


s. Prepare a separate card 
with procedure for each 
area of the Central Supply 
Room, i.e., clean-up area, 
processing area, sterilizing, 
etc. Keep cards in that 
area for reference. 


. Orient all personnel to the 
new standards. When indi- 
cated demonstrate the pro- 


cedure. 


Keep procedure standards 
Review at 
stated intervals and revise 


up - to - date. 


when necessary. 
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---USE A.T.1I. STERILIZATION AIDS 


Guardian of life, itself! Ever alert to 
protect her patients against every con- 
tingency, she safeguards her patients 
from the moment they enter the hos- 
pital until they leave. This includes 
having. unqualified assurance that 
everything from solution bottles and 
surgical instruments at the operating 
table to the dressings during convales- 
cence have been properly sterilized. 
Then she knows that her patients will 
be safe from infection. This we call 
“Protection-Plus.” This is how your 


patients are protected against every 
type of infection caused from improper 
sterilization methods. 


A.T.I. has gained a reputation as a 
leader in the development and manu- 
facture of dependable sterilization aids. 
A.T.I.’s complete line now includes 
Steam-Clox indicators, Steriline bags 
and tubing, Sterilabels, Catheter Hold- 
ers, Bag Closettes, Needle Holders, 
and Nipple Caps. Ask your hospital 
supply salesman to show you A.T.I. 
products. 


Write For A Free Sterilization Kit: 


Let us send you, without obligation, a 
complete sampling supply of A.T.I. Steri- 
lization Aids. Also included will be a copy 


of “Sterilization Technique,” a valuable 
survey of hospital practice. Write to 
Dept. HT-i0. 


ASEPTIC-THERMO INDICATOR COMPANY 


1471 Vanowen Street e 
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North Hollywood, California 





Tennessee Nurses 
Hold Institute 


The second annual nurses’ insti- 
tute, held in conjunction with the 
Tennessee Valley Medical Assem- 
bly, was presented in Chattanooga, 
Tenn., September 28 by the Op- 
erating-room nurses’ conference 
group and the INSA section of 
the Chattanooga area, Tennessee 
Nurses’ Association. 

Speakers and their subjects were: 
Milton H. Erickson, M.D., Phoe- 
nix, Ariz., “Hypnosis in the Prac- 
tice of Medicine”; Edgar V. Allen, 
M.D., senior consultant in medi- 
cine, Mayo Clinic, Rochester, 
Minn., “Atherosclerosis and Arte- 
riosclerosis Obliterans”; Dwight H. 
Harken, M.D., associate clinical 
professor of surgery, Harvard Medi- 
cal School, Boston, “New Horizons 
in Cardiac Surgery.” 

Perrin L. Long, M.D., professor 
of medicine, State University of 
New York College of Medicine, 
New York City, “Use and Abuse 
of Antibiotics’; J. Gratton Love, 
M.D., chief, section of neuro- 
surgery, Mayo Clinic, “The Diag- 
nosis and Treatment of Protruded 
Intervertebral Disc’; and Lee For- 
rest Hill, M.D., Des Moines, Ia., 
president, American Board of 
Pediatrics, “Expected Behavior in 
Children with Emphasis on Ado- 
lescents.” 

Sister James Agnes, O.R.S., Me- 
morial Hospital, Chattanooga, was 
chairman of the institute. 


Leukemia Mortality 

Rises in Adults 

Leukemia strikes more adults 
now than formerly, with the rate 
highest among older men and wom- 
en. Death rate for men, including 
infants, rose from 2.5 per 100,000 
in 1930 to 7.40 in 1956. For women, 
the rate increased from 1.8 to 5.1. 


Among cancer deaths, only lung 
cancer mortality is rising faster than 
leukemia, according to the Amer- 
ican Cancer Society. The reasons 
for this increase are not known, but 
it is possible that leukemia might 
be caused by an environmental fac- 
tor such as medical x-rays or atomic 
radiation and _ fallout. Viruses, 
chemicals, and heredity are also 
suspected. 
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STERILE INTRAMEDIC® 
LUER STUB ADAPTERS 


Sealed Container 
to maintain ‘‘ready-to-use’”’ 
sterility. 
Blunt Cannula. 
Will not cut into or 
flake bore of PE tubing. 
Economically Priced 
<= as a disposable item—but can 
be re-sterilized and re-used. 
Full Range of Sizes, 
each tagged to indicate 
size of tubing for which adapter 
X mal cclare(xeh 
Contamination Eliminated. 
im [Ole mor-] alm ol-Mr-hac-leial-1o mm com) 20101 -4-m0) 6 
NVASX=) Ah ealelehamar-lalelilalcar-ler-)elc-ie 





STERILE INTRAMEDIC* 


; POLYETHYLENE TUBING 
STERILE 





ANUMAL TESTED ‘ ' Electron Sterilized, 
ready for use. 
INTRAMEDIC om Animal Tested, 
reaction-free. 
Peperaions bees i ee 
PE-208/$36 -/ 12" and 36" lengths. 
Tubing passes they 12 gouge (o5 Versatile. 


needle. 16 giuge needle fits ito 
tubing. : 


Widely used for prolonged 
Fee strans ve! intravenous therapy, 
1a 1RS PASE SO SFee } transfusions, drains, 
Surgical procedures. 


Sterile Intramedic Polyethylene 
Tubing and Luer Stub Adapters 
are available from your dealer. 














Further Tests on Sabin 
Oral Polio Vaccine 


A program of large-scale experi- 
mental production of the Sabin 
oral polio vaccine is planned by 
Merck & Co., Inc. Enough vaccine 
will be produced to conduct exten- 
sive clinical tests for safety and 
efficacy. 

Leroy E. Burney, M.D., Surgeon 
General of the U. S. Public Health 
Service, estimates that it will be 
some time in 1961 before a live 


virus polio vaccine will be ready 
for public distribution. Before it 
can be licensed, the vaccine must 
be proven effective, safe, free of 
contamination, and capable of 
commercial production. 


Form Nuclear Medicine 
Consultant Group 

A group of nuclear medicine au- 
thorities have formed Medical 
Nuclear Consultants, Inc., in order 





STORAGE SPACE AND EXPENSE 


by reducing needle inventories with the 


ALL-PURPOSE 


DEKNATEL'K’ NEEDLE 


U.S.\Patent No. 2,869,550 


A SIGNIFICANT 
ADVANCE IN 
SURGICAL 
NEEDLES 





\. 


Y 


Sharper than a 
cutting edge 
needle but 
leaves a taper 
point hole! 


y 


The Deknatel ‘K’ Needle is all-purpose. You can now stock 
a single Deknatel ‘K’ Needle instead of the two formerly 
required — cutting and taper. Handling is simplified. You 
save on storage space and expense. Efficiency is increased 


at the O.R. table. 


For sample and details 

of specific advantages of 

the Deknatel ‘K’ Needle 

in all types of surgery, write— 








DE KN ATE L 96-22 222 Street * Queens Village 29, New York | 
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to make latest knowledge and now 
technics in this field available to 
sponsors of diagnostic, treatment, 
and research programs. 

Services will be made available 
to medical centers, hospitals, pri- 
vate practitioners, and other pro- 
gram sponsors, according to Stanley 
H. Clark, radiation physicist and 
president of the group. 

Headquarters are at 5506 Con- 
necticut Avenue, N. W., Washing- 
ton 15, D. C., with offices in New 
York City and Montreal. 


Centralized Blood Bank 
Serves Extensive Area 

An exchange system to avoid pos- 
sible blood shortages has been set 
up by Pineview General Hospital, 
Valdosta, Georgia, in cooperation 
with several smaller hospitals in 
the area. 

Participating hospitals are visited 
weekly and blood is delivered as 
needed. At the same time, blood 
which has been collected at the 
member hospital is picked up and 
brought to the main blood bank 
for processing. Each hospital is 
responsible for replacing the blood 
it uses. 

Patients’ families are required 
to replace blood on a basis of two 
units for the first unit used, and 
one-for-one thereafter. A charge 
is made for blood that is not re- 
placed. 


VA Hospitals Announce 
Technologist Openings 


There are many openings for the 
newly established position of medi- 
cal technologist at VA hospitals in 
outpatient clinics throughout the 
country, the VA has announced. 


Successful completion of a four- 
year course leading to a bachelor’s 
degree from an accredited college 
or university is required. 

Application for appointment 
may be made to the Boards of 
Civil Service examiners at VA hos- 
pitals in Albuquerque, N. Mex.; 
the Bronx, N. Y.; Cleveland, O.; 
Hines, Ill.; Houston, Tex.; Long 


peach, Calif.; Memphis, ‘Tenn.; 
Minneapolis, - Minn.; Portland, 
Ore.; Richmond, Va.; and West 


Haven, Conn. 


HOSPITAL TOPICS 





























w e . * 
: Skilled Hands and Fine Equipment 
it, 
j Make a Successful Surgery Team 
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- Providing unfailing abdominal suction, the 
“- Gomco No. 930 Cabinet Model Suction Unit 
al is an important member of the skilled surgery 
rge team shown above. 
re- The convenience of the Gomco No. 930 Explo- 
Gomco No. 930 ? ae re ; . A 
Restachaniiaal sion -Proof Suction Cabinet is unsurpassed. It is 
Hospital Unit easily movable on its large, smooth-rolling, con- 
San Guttten tienes ductive rubber-tired casters. Regulator valve and 
precision gauge permit accurately controlled 
suction from 0” to 25” of mercury. Gomco 
the Aerovent® overflow protection —automatically 
Ai. prevents flooding of the suction bottle, thus 
ie protecting the pump from damage. The clean, 
the streamlined appearance of the 930 enhances the 
’ professional atmosphere of an efficient surgery. 
wur- No wonder successful results are achieved by 
or’s skilled hands assisted by Gomco—designed and 
ege built for a long life of reliable, trouble-free per- 
formance. Ask your Gomco dealer for a demon- 
stration of the No. 930, or any of the other 
ye quality units in the Gomco line. Phone him today. 
0 
10S- 
eX.; 
2 GOMCO SURGICAL MANUFACTURING CORP. 
= 828-H E. Ferry St., Buffalo 11, N. Y. 
Jest Distributed. Outside the U.S. A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N. Y. 
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HOW THIS INGENIOUS UNIT dp 
SIMPLIFIES - 0... 
INTRAVENOUS THERAPY i 
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Sharp, sterile needle makes venipuncture with minimal discomfort. : ei trato 
Eliminates venous cut-down and possible sacrifice of the vein. ' | Hillr 











sterility of catheter. Eliminates scrubbing and gloving. 3 a 
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Needle is withdrawn, leaving catheter in the vein. The needle hub 
then becomes an adapter for any intravenous therapy set. 2 E admi 
No armboard or other restraint is required ... danger and re. Hos; 
discomfort of a sharp, rigid needle in the vein is avoided. As the ; ; Earl 
Intracath may be left indwelling for several administrations, there is /_ trato 
less trauma, minimized reaction, and the need for repeated \@ son, 
venipunctures is reduced. a who 
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DESERET INTRACATH® ie New 
INTRAVENOUS CATHETER PLACEMENT UNIT : 


Emer: 





Pliant catheter, within lumen of needle, is advanced about 2” into = : 
the vein by simple manipulation. Flexible plastic sleeve protects # Irvin 
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AVAILABLE IN THREE SIZES: NEEDLE GAUGES 14, 17 AND 19. ; admi 
WRITE C.R. BARD, INC. FOR COMPLETE DESCRIPTIVE LITERATURE. ! Place 


Cc. R. BARD, INC. summit, NEW JERSEY _ 
m) 


Oste 


ORDER FROM YOUR HOSPITAL {| SURGICAL SUPPLY DEALER Josey 


ocTc 











Personally Speaking 


Marcia J. Aitkens, R.N. — has as- 
sumed duties as director of nursing 
services, Providence Hospital, Port- 
Jand, Ore. She previously held a 
similar position in Grand Rapids, 
Mich. 


Carden M. Astin — has resigned as 
administrator, Blount Memorial 
Hospital, Oneonta, Ala. 


John Blake — is assistant adminis- 
trator, Easton (Pa.) Hospital. 


John N. Buckley—succeeds Ronald 
D. Burton as evening adminis- 
trator, University Hospital and 
Hillman Clinics, Birmingham, Ala. 


Alan B. Campbell—has been named 
administrator, Northwest Com- 
munity Hospital, Arlington 
Heights, Ill., now under construc- 
tion. 


Laura Carver, R.N. — has been ap- 
pointed director, nursing service, 
St. Vincent Hospital, Portland, Ore. 


Irving S. Cassini—has been ap- 
pointed administrator, Woodland 
Park Community Hospital, Can- 
oga Park, Calif. He previously was 
associated with Allied Hospital 
Management Co., Los Angeles. 


Robert A. Cummingham — is new 
assistant administrator, Port Huron 
(Mich.) Hospital. He formerly was 


personnel director, Baptist Me- 
morial Hospital, Jacksonville, Fla. 


Emery H. Davis—has retired as 
administrator, William W. Backus 
Hospital, Norwich, Conn. 


Earl G. Dresser — is new adminis- 
trator, Methodist Hospital, Madi- 
son, Wis. He succeeds B. E. Miller, 
who is retiring. 


Joseph L. Faletra—has been ap- 
pointed assistant administrator, 
Somerville (Mass.) Hospital. He 
formerly was administrative assist- 
ant, Newton-Wellesley Hospital, 
Newton Lower Falls, Mass. 


Colin W. Griffiths—has been named 
administrator, Marshall Hospital, 
Placerville, Calif. 


James P. Harold — has been named 
administrator, Waterville (Me.) 
Osteopathic Hospital, succeeding 
Joseph C. Arnold, who has re- 
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signed. Mr. Harold previously was 
office manager, Peter Bent Brigham 
Hospital, Boston, Mass. 


Clyde W. Fox — 

has been ap- 

pointed admin- 

istrator, Parma 

Community 

General Hospi- 

tal, now under 

construction in 

Cleveland, O. 

Mr. Fox was 

\ previously ad- 

ministrator, Washoe Medical Cen- 
ter, Reno, Nev. 


Will J. Henderson — has been ap- 
pointed administrator, Kauikeolani 
Children’s Hospital and the Re- 
habilitation Center of Hawaii, at 
Honolulu. Mr. Henderson former- 
ly was assistant administrator, Uni- 
versity of California Medical Cen- 
ter, Los Angeles. 


C. D. Kron — has been named ad- 
ministrator, Tucson (Ariz.) General 
Hospital. 


Robert L. Lambert, M.D.—has been 
elected to succeed Eva F. Fox, M.D., 
as medical director, Hospital of the 
Woman’s Medical College of Penn- 
sylvania, Philadelphia. Dr. Fox has 
resigned to devote full time to 
study and practice of radiology. 
She will continue as clinical assist- 
ant professor of medicine and as- 
sociate in radiology with the col- 
lege and hospital. 


Mary Kate Laumer, R.N.— has 
been appointed assistant director, 
in-service education, University 
Hospital and Hillman Clinics, 
Birmingham, Ala. She previously 
was director, in-service education, 
St. Vincent’s Hospital, Jacksonville, 
Fla. 


Irville Herbert MacKinnon, M.D.— 
is head, Milledgeville (Ga.) State 
Hospital. He is also chairman, de- 
partment of psychiatry, Columbia 
College of Physicians and Surgeons, 
MN. t. 


Mother Mary Vincent — is admin- 


istrator, Santa Rosa Children’s Hos- 
pital, San Antonio, Tex. 


Mary C. Mulvany—has been ap- 
pointed director of nursing and 
nursing education, Lawrence and 
Memorial Hospitals, New London, 
Conn. She was formerly at Monte- 
fiore Hospital, Pittsburgh. 


Arthur P. Noyes, M.D.—has ac- 
cepted the newly created post of 
director of professional education 
and consultant in the Pennsyl- 
vania Welfare Department. 


Dr. Noyes was formerly superin- 
tendent, Norristown (Pa.) State 
Hospital where he is succeeded by 
William P. Camp, M.D., who had 
been assistant superintendent. 


Jeff C. Palin—has been named 
administrator, Coulee Dam (Wash.) 
Community Hospital, succeeding 
Albert K. Kelso, who has resigned. 


Carl R. Parrish—has been ap- 
pointed administrator, Warren 
Memorial Hospital, Front Royal, 
Va., to succeed Margaret Moore, 
who has resigned. Mr. Parrish 
previously was assistant director. 
Hospital Division, Medical College 
of Virginia, and administrator, 
Martinsville (Va.) General Hospi- 
tal. 


S. Jeffrey Pascal — succeeds John O. 
Tucker as night administrator, Uni- 
versity Hospital and Hillman Clin- 
ics, Birmingham, Ala. 


Raymond F. Poore—has_ been 
named administrator, South Miami 
(Fla.} Hospital, now under con- 
struction. 


Louis E. Prebil—has been ap- 
pointed associate director, St. An- 
thony’s Hospital, Rock Island, Ill. 
He formerly was assistant adminis- 
trator, St. Michael Hospital, Mil- 
waukee, Wis. 


Robert A. M. Predan —has been 
appointed personnel director, High- 
land Park (Ill.) Hospital. He is 
filling the position left vacant by 
the death of Bernard Schufelt. 


Louis Robbins, M.D.—is the new 
medical director, Hillside Hospital, 
New York City. Dr. Robbins, who 
has been clinical director of the 
Menninger Foundation, Topeka, 
Kans., is succeeding Joseph S.A. 
Miller, M.D. 
(Continued on next page) 























PERSONALLY SPEAKING continued 


Margaret M. Roberts—now heads 
the medical records department, 
American Legion Hospital for 
Crippled Children, St. Petersburg, 
Fla. She formerly was chief medi- 
cal records librarian, Athens (Ga.) 
General Hospital. 


Richard E. Sawyer—has been ap- 
pointed administrator, Frankford 
Hospital, Philadelphia, Pa. He was 





CLASSIFIED 


SHAY MEDICAL AGENCY 


Blanche L. Shay, Director 
Pittsfield Bldg., 55 E. Washington St. 
Chicago 2, Illinois 





POSITIONS OPEN 


ADMINISTRATORS: (a) Middle West. 700- 
bed hospital. Requires broad knowledge and 
experience in all phases of administration. 
(HT-3329). (b) Middle West. 115-bed hos- 
pital. New and modern with an_ excellent 
medical staff. (HT-3250). (c) Clinic. Middle 
West. 20 men group — well established. (HT- 
3305). (d) Middle West. 50-bed hospital on 
shores of Lake Michigan. Fully accredited. 
(HT-3109). (e) East 60-bed hospital built 
in 1951 located in beautiful scenic area. $8,000 
minimum. (HT-3313). (f) South. 40-bed 
hospital opened in February 1959. Located in 
agricultural area close to several cities. (HT- 
3051). (g) Assistant. California. 200-bed hos- 
pital. Work directly with administrator in 
formulating policies and supervising all depts. 
Real opportunity. $7,200. (HT-3319). 


EXECUTIVE PERSONNEL: (a) Business Man- 
ager. 110-bed hospital in suburb of Chicago. 
$6,600 minimum. (HT-3373). (b) Director 
of Volunteers and Public Relations. East — 
near N. Y. City. Familiar with personnel prac- 
tices in regard to public relations is a require- 
ment. 300-bed teaching hospital. Excellent 
opportunity. (HT-3374). (c) Credit Collection 
Manager. California. Require good hospital 
experience in this field. 200-bed hospital. 
(HT-3282). (d) Accountant-Office Manager. 
Southwest. Good experience in accounting or 
business management. 300-bed hospital in 
city of 80,000. (HT-3296). 








NURSES-DIRECTORS: (a) Nursing Service. New 
hospital in suburb of Chicago. Good oppor- 
tunity. $7,200 minimum. (HT-3367).  (b) 
South. Director School of Nursing. 500-bed 
hospital in city of 300,000 (HT-3376). (c) 
Assistant Director. California. B.S. degree with 
some experience in supervision. Good oppor- 
tunity for advancement. 375-bed hospital. 
(HT-2856). (d) Director School of Nursing. 
Middle West. 165-bed hospital. $7,200 plus 
full maintenance. (HT-3137). (e) Director of 
Nursing. Middle West. 300-bed teaching hos- 
pital. Fully accredited school of nursing affili- 
ated with university. 300 employes in nursing 
dept. To $8,500. (HT-3063). Director of 
Nurses. East. 100-bed hospital near Boston. 
Experienced head nurse coverage on each floor. 
$7,200. (HT-3000). (g) Director of Nursing 
Service. East. Complete administrative re- 
sponsibility for nursing service department of 
about 450 employes. 475-bed hospital. To 
$8,000. (HT-3347). 





NOTE: We can secure for you the position you 
want in the hospital field, in the locality 
you prefer. Write for an application today — 
a postcard will do. ALL NEGOTIATIONS 
STRICTLY CONFIDENTIAL. 
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administrator for two years at the 
American University Hospital, 
Beirut, Lebanon. 


William J. Schwabe—has been ap- 
pointed assistant director, Johns 
Hopkins Hospital, Baltimore, Md. 


Richard G. Shedd — has_ been 
named administrator, Wabash 
(Ind.) County Hospital, succeeding 
Bernice Ford, who has been acting 
administrator. 


Larry Sievers—has been named ad- 
ministrator, Quincy Valley (Wash.) 
Hospital. He was formerly ad- 
ministrator, McKenzie County 
Memorial Hospital, Watford City, 
N.D. 


Sister Catherine — former adminis- 
trator, St. Thomas Hospital, Nash- 
ville, Tenn., is administrator, St. 
Margaret’s Hospital, Montgomery, 
Ala. She replaces Sister Basil, re- 
lieved due to ill health. 


_ Sister M. Ambrose — has been ap- 


pointed administrator, Mercy Hos- 
pital, Brownsville, Tex. She is re- 
placing Sister M. Adele, who is now 
administrator, Mercy Hospital, 
Laredo, Tex. Sister M. Ambrose, 
who formerly was director, School 
of Vocational Nursing, Brownsville, 
Tex., is succeeded by Sister M. 
Daniel. 


Sister M. Imelda — former ad- 
ministrator, Mercy Hospital, Lare- 
do, Tex., has been transferred to 
St. John’s Hospital, St. Louis, Mo. 


Sister Mary Esther — has assumed 
the post of superior-administrator, 
St. Mary’s Hospital, Tuscon, Ariz. 
She formerly was administrator, 





OPERATING ROOM SUPERVISOR 
Modern 40-bed hospital 60 miles from Min- 
neapolis-St. Paul. Unit air conditioned through- 
out. To take charge of recovery room, emergen- 
cy dressing room, and central service room 
responsibilities. 40-hour week. Liberal per- 
sonnel policies. Call divided with other em- 
ployees. Salary open. Position open September 
1. Write or telephone Hospital Administrator, 
Apple River Valley Memorial Hospital, Amery, 
Wisconsin. Telephone Congress 8-7151. 


ANESTHETIST—Nurse, position available im- 
mediately; 132-bed hospital. Salary open. Com- 
munity of 22,000, plans for hospital expansion 
to 165 beds. No O.B. For details write: Ad- 
ministrator, The Evangelical Hospital, Marshall- 
town, lowa. 


MEDICAL TECHNOLOGIST for general labora- 
tory duty. Large progressive hospital, labora- 
tory air conditioned. 40-hr. work week, 6 paid 
holidays, adequate salary, other liberal per- 
sonnel benefits. Opportunity for advancement. 
Write G. B. Swoyer, M.D., Director of Labora- 
tories, Memorial Hospital, 3200 Nowes Ave., 
Charleston 4, W. Va. 











Our Lady of Lords Hospital, Pasco, 
Wash. 


Oscar Smaalders—is new executive 
housekeeper, Tacoma (Wash.) 
General Hospital. He was for- 
merly assistant superintendent, 
U.C.L.A. Medical Center Hospital, 
Los Angeles. 


John Stellner—has been appointed 
administrative assistant, North 
Broward General Hospital, Ft. 
Lauderdale, Fla. He formerly was 
with Baptist Memorial Hospital, 
Jacksonville, Fla. 


Paul A. Teslow—has been named 
assistant director, Good Samaritan 
Hospital, Puyallup, Wash. He was 
previously administrative resident, 
San Jose (Calif.) Hospital. 


Robert A. Tittle—has accepted a 
position as administrative assis- 
tant, Jackson Memorial Hospital, 
Miami. He recently completed an 
administrative residency at Mound 
Park Hospital, St. Petersburg, Fla. 


Dan Traner — has been named di- 
rector of admissions, American Col- 
lege of Hospital Administrators. 
Mr. Traner is administrator, Lynn 
(Mass.) Hospital. 


Mary V. Vanderlin, R.N.— has 
has been selected as director of 
nursing, Rogue Valley Memorial 
Hospital, Medford, Wash. She for- 
merly was assistant director of 
nursing, Eden Hospital, Castro Val- 
ley, Calif., and Peninsula Hospital, 
Burlingame, Calif. 


Nicholas T. Verrastro — has been 
appointed administrator, Pascack 
Valley Hospital, Westwood, N.]. 
He formerly was assistant adminis- 
trator, Waterbury (Conn.) Hospi- 
tal. 


George T. Weber — has been 
named administrator, Crawford 
Hospital District, a new hospital 
being undertaken in Robinson, III. 


Claude L. Weeks — has resigned as 
administrator, East Coast Hospital, 
St. Augustine, Fla., to enter the hos- 
pitai administration program, Uni- 
versity of Chicago. 


Harold E. Wetzell — has been ap- 
pointed administrator, Miners 
Hospital of Northern Cambria, 


(Continued from page 129) 
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These were the winners in the past: 





1956 


Miss Mary Ellen Riley, R.N. 
Sisters of Charity Hospital 
Buffalo, New York 


pote ee = 





Sister Catherine Davenport, 


St. Joseph's Hospital 
Pittsburgh, Pennsylvania 








1958 1959 
Mrs. Oneta Williams, R.N. Mrs. Bernice Meeker, R.N. 
St. Luke’s Silver Cross Hospital 
Texas Children’s Hospitals Joliet, Ilinois 
Houston, Texas 


Tell us in 100 words or less... 






If your entry is judged best you will go to New York 
and the 7th National Conference of the A.O.R.N., 
February 22, 23, 24, as the all-expense guest of 
Johnson & Johnson. 


. Entries will be judged primarily on the basis of origi- 


nality, sincerity, neatness and aptness of expression. 


. Participant must be a registered nurse with at least 


six months’ experience in surgery. 


. Employees of Johnson & Johnson or its affiliated 


companies, and their immediate families, are not eli- 
gible to enter the contest. 


. Send your entries to: A.O.R.N. Contest, Johnson & 


Johnson, New Brunswick, N.J. Contest closes 
November 30, 1959. 


. All entries must be on official contest forms. These 


may be obtained from your J & J representative, or 
by writing to A.O.R.N. Contest, Johnson & Johnson, 
New Brunswick, N. J. 


. All entries become the property of Johnson & 


Johnson. 


. Johnson & Johnson will be the sole judge of the 


contest winner. 
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PERSONALLY SPEAKING 
(C ontinued from page 126) 


Spangler, Pa. He previously served 
as administrator of Everglades 
Memorial Hospital, Pahokee, Fla., 
and Ft. Pierce (Fla.) Memorial Hos- 
pital. 


Katherine White-Spunner — has 
been promoted from administrator 
to director, Mobile (Ala.) Infirm- 
ary. She has been president, Ala- 
bama Hospital Association. She 
is succeeded as administrator by 
E. C. Bramlett, former assistant ad- 
ministrator and business manager, 
present Alabama Hospital Associa- 
tion president. 


VA Appointments 


G. R. Hiskey — has been appointed 
manager, VA Center, Bay Pines, 
Fla. He formerly was manager, 
Crile VA Hospital, Cleveland, O. 


Frederick J. Rachiele, M.D. — has 
been appointed manager, VA Hos- 
pital, Tucson, Ariz., replacing 
Philip L. Collins. 


VA Nursing Appointments 


Iris G. Brice — is assistant chief, 
nursing education, Brooklyn (N.Y.) 
VA Hospital. She was formerly 
an instructor at Bronx, N. Y. 


Irene Daggett—has been appointed 
assistant chief, nursing service, Lake 
City (Fla.) VA Hospital. She previ- 
ously was director, nursing service, 
U. S. Public Health Service, Fort 
Yates, N. D. 


Mary R. Dana—has been appointed 
assistant chief, nursing education, 
Dublin (Ga.) VA Hospital. She was 
previously with the U.S.A.F. Nurse 
Corps, Ala. 


Irene C. Haarstick — has been 
named chief, nursing service, 
Brentwood Division of the Los 


Angeles VA Hospital. She trans- 
ferred from the Northport (N.Y.) 
VA Hospital. 


Ann R. King — has been appointed 
chief, nursing service, Jefferson 
Barracks, Mo., VA Hospital. Prior 
to transfer, she was assistant chief, 
nursing service, North Little Rock, 
Ark. 


Ruby W. Miller — has been named 
assistant chief, nursing education, 
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Brentwood VA Hospital, Los An- 
geles, Calif. She previously was 
assigned in a similar position, Mur- 
freesboro (Tenn.) VA Hospital. 


Frances M. Nakamura — is chief, 
nursing unit, Honolulu regional 
office. She formerly was supervisor, 
Department of Health, Bureau of 
Tuberculosis, Hawaii. 


Arline I. Nasisse — has transferred 
to assistant chief, nursing educa- 
tion, Sioux Falls (S. D.) VA Hospi- 
tal from supervisor, West Roxbury 
(Mass.) VA Hospital. 


Grace T. Porterfield — has been 
transferred from the VA hospital 
in Tuscaloosa, Ala., to the Rose- 
burg (Ore.) VA Hospital where 
she is now assistant chief, nursing 
service. 


Alice M. Schaefer—has been ap- 
pointed chief, nursing — service, 
Omaha (Neb.) VA Hospital, where 
she was formerly assistant chiel. 


Dorothy H. Stauff—is assistant 
chief, nursing service, Castle Point 
(N. Y.) VA Hospital where she was 
formerly a supervisor. 


Leonard F. Stevens — is chief, nurs- 
ing service, St. Cloud (Minn.) VA 
Hospital. Prior to transfer he held 
a similar position at Jefferson Bar- 
racks, Mo. 


Alouise O. Steward — is chief, nurs- 
ing service, Miles City (Mont.) 
VA Hospital. She held a similar 
position, Whipple (Ariz.) VA Cen- 
ter. 


Corrine D. Tanner —is assistant 
chief, nursing service, Fort Wayne 
(Ind.) VA Hospital. She was for- 
merly head nurse, Chicago Re- 
search Hospital. 


Alfred Vigneau — is assigned as- 
sistant chief, nursing education 
and service, White River Junction 
(Vt.) VA Hospital. He formerly 
was an instructor at Rutland 
Heights, Mass. 


New Officers 


Donald A. Covalt, M.D., has been 
elected president, American Acad- 
emy of Compensation Medicine. 
Dr. Covalt is associate director of 
the Institute of Physical Medicine 
and Rehabilitation of the New 


York University-Bellevue Medical 
Center. 


Louis F. Bishop, Jr., M.D., assist- 
ant clinical professor of medicine 
at New York University-Bellevue 
Medical Center, has been named 
president-elect of the American 
College of Cardiology. He succeeds 
Osler A. Abbott, M.D., of Emory 
University School of Medicine, 
Atlanta, Ga., who becomes presi- 
dent of the organization. 

- ~ + 
J. Douglas Howell, office manager, 
Deaconess Hospital, Spokane, has 
been named president-elect, Wash- 
ington Chapter, American Associa- 
tion of Hospital Accountants. He 
succeeds Sister Flora Margaret, 
business manager, St. Peter Hos- 
pital, Olympia. 

* 


* x 
Mrs. Helen Hanson has_ been 
named president-elect, Washing- 


ton State Nurses Association. Mrs. 
Hanson is a medical clinic office 
nurse in Ellensburg, Wash. Terese 
Butterfield, private duty nurse, 
Seattle, was elected first vice-presi- 
dent, and Grace Holm, public 
health nurse, Bremerton, was re- 
elected treasurer. 
7 ~ * 

Sister Loretta Marie, comptroller, 
Sacred Heart Hospital, Spokane, 
has been installed as_ first 

(Continued on page 133) 
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New ideas, 
new products 
or 
hospital 


planning... 


through one service expert! 


American representatives understand hospital planning 

needs. They offer valuable experience and expert counsel in 

every hospital area ... and the widest, most complete selec- 

tion of products and services in the field. You can rely on 

American’s reputation for quality and for prompt, depend- American Representative 

able delivery. Your man from American is dedicated to Frank A. Connolly 
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' THAT KEEPS ITS SNAP 
TING COMPRESSION 


Heat stability and strength are important of course. 
These are requirements, fundamental in TENSOR 
bandages. Where the brands differ—where the quality 
shows up—is in the lasting support. 

This is where Bauer & Black’s many years of 
specializing in bandages and elastic goods play a 
key role. 

Safe, Comfortable, Conforming 
A special weave of highly developed rubber threads 
gives TENSOR Elastic Bandages sure, even compres- 
sion over large areas. Self-conforming, they adjust 
readily and comfortably to swelling. Thin plastic tips 
eliminate the risk of bulky points—safer and easier 
to apply. 

These are the qualities that spell the difference. 
TENSOR Elastic Bandages cost no more than any other 
fine bandage. Yet TENSOR gives you features found in 
no other bandage plus the reassurance that you are 
treating your patients with the best. 

No other elastic bandage costs less per day than 
TENSOR. By Bauer & Black, of course. 


TENSOR 


ELASTIC BANDAGE 


Woven with heat resistant live rubber threads 


Bauer « Black 
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PERSONALLY SPEAKING 
(Continued from page 129) 


president, American Association of 
Hospital Accountants. 


Jack H. Whittington, administra- 
tor, Brewster Hospital, Jackson- 
ville, Fla., has been named presi- 
dent, Jacksonville Hospital Coun- 
cil. Michael J. Wood, Duval Medi- 
cal Center, Jacksonville, has been 
named vice-president, and Virgil 
Fittje, Riverside Hospital, Jack- 
sonville, was elected secretary. 


* * * 


J. Morrison Brady, M.D. — has 
been appointed medical director, 
Muscular Dystrophy Association 
of America, Inc. He _ formerly 
was superintendent, Pierce County 
Hospital, Tacoma, Wash. 


* * * 


Philip J. Gillette, assistant admin- 
istrator, University Hospital, Seat- 
tle, Wash., has been named presi- 
dent-elect, Washington State 
Health Council. Jack E. Mathews, 


executive assistant to the _ state 
health director, was installed as 
president. 
Deaths 


S. Allen Wilkinson, M.D. — 61, 
former president, American Gas- 
troenterological Association, died 
June 23. He was head of Lahey 
Clinic gastrological department, 
Boston, Mass. 


Jacob E. Finesinger — 57, founder 
and former head, psychiatric de- 
partment, University of Maryland, 
died June 19. 


Harry E. Mock, M.D. — 78, widely 
known authority on treatment of 
skull fractures and brain injuries 
and on industrial medicine and 
surgery, died July 1. 


Martin G. Vorhaus, M.D. — 62, 
former chief, medical service, Hos- 
pital for Joint Diseases, New York 
City, died April 29. 

Dr. Vorhaus received a special 
certificate of honor from A.M.A. 
in 1935 for pioneering in the clin- 
ical use of vitamin B-1 in the treat- 
ment of neuritis. 


James L. Gamble, M.D. —75, for- 


mer president, American Pediatric 
Society, and a retired professor, 
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Harvard Medical School, died May 
28. Dr. Gamble, who was pediatri- 
cian at The Children’s Hospital, 
Boston, Mass., received the Borden 
Award of the American Academy 
of Pediatrics in 1946 and the 
Chapin Award of the Rhode Is- 
land Medical Society in 1950. 


Ralph K. Ghormley, M.D. — 66, in- 
ternationally recognized authority 
on orthopedic surgery and former 
head of that section, Mayo Clinic, 
Rochester, Minn., died June 6. 


Dr. Ghormley headed a seven- 
member committee of the AMA 


which in 1944 investigated Sister 
Elizabeth Kenny's hot-pack treat- 
ment for infantile paralysis. The 
committee’s report was highly 
critical of the Kenny method and 
of the claims made for it. 


TOPICS’ readers would be in- 
terested in news of personnel 
changes in your hospital or or- 
ganization, too! 

Such items, along with suitable 
pictures, should be sent to the 
Editor, HOSPITAL TOPICS, 
30 W. Washington, Chicago 2, 
Illinois. 


an incomparable protectant 





and healing agent 
for the SKIN of the AGED 


DESITIN 






sustained soothing, lubricating, antipruritic— 


and healing—effects in... 


rash and excoriation due to 


incontinence 


ae 

e external ulcers 

e stasis dermatitis 

e excessive dryness 


DESITIN OINTMENT—rich in cod liver oil—has a 30 year clinical background of 
success in the treatment of many skin conditions. 






SAMPLES and literature on request 


3 DESITIN CHEMICAL COMPANY 


Pl 812 BRANCH AVE., PROVIDENCE 4, R. 1. 
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Gloves 





T.M. 
/ | N 'WASH-PAK' by SEAMLESS 
(MICROPULVERIZED MODIFIED STARCH LUBRICANT) 


"WASH-PAK' is specifically designed to simplify the 
post-operative cleaning of surgical gloves. In order to 
facilitate drying and inspection and to prevent the 
gloves from sticking together while being processed 


No Weighing 


Just drop the EZON ‘Wash-Pak’ into 
the final rinse cycle and you’re ready 
to go. No time-consuming weighing 
or measuring necessary. Each ‘Wash- 
Pak’ contains the exact amount of 
powder needed to condition 5 gallons 
of rinse water. 


No Dusty Waste 


Each EZON ‘Wash-Pak’ provides 
4 ounces of micropulverized modified 
starch powder lubricant in a poly- 
vinyl alcohol film pack. Dissolving 
rapidly in water, ‘Wash-Paks’ elimi- 
nate powder wastage, inaccurate 
measuring and starch dust in the air. 


add EZON to the final rinse water. EZON 'WASH- 
PAK' fulfills this function more conveniently than 
any other lubricant available. Pictures below show 
"WASH-PAK"’s time-saving advantages. 


No Radlows Clean-Up 


Put the lid back on the EZON ‘Wash- 
Pak’ can and your're all through. 
Each can contains 12 four ounce 
EZON ‘Wash-Paks’... 12 cans toa 
case. Ask your purchasing agent to 
order a case today. Make your job 


simpler and cleaner. SR-812 


EZON is the trademark of the Seamless Rubber Company for its brand of micropulverized absorbable modified starch powder lubricant. ‘WASH-PAK’ is a trademark of the Seamless Rubber Company. 


HOSPITAL DIVISION 


THE SEAMLESS russer comPany 


NEW HAVEN 3, CONN. 











ASH- 
than 
show 





Vash- 
ough. 
ounce 
is toa 
ent to 
ir job 
SR-812 














ANY 








Kellogg Grant to Help 
Small Hospital Accounting 
An $81,890 grant to help small 
hospitals improve accounting pro- 
cedures has been given to the Hos- 
pital Research and Educational 
Trust by W. K. Kellogg Founda- 
tion, Battle Creek, Mich., accord- 
ing to Dr. Edwin L. Crosby, direc- 
tor of the Trust. 

Under grant until July, 1960, 
the project is expected to last four 
years and will be carried out in 
three states — Colorado, Nebraska, 
and South Dakota. 


Dr. Crosby commented that an 
A.H.A.-conducted pilot study, also 
financed by the Kellogg Founda- 
tion, verified the practicability of 
central preparation of accounting 
and statistical reports for hospitals. 
The pilot study developed a sim- 
plified accounting system requiring 
minimum accounting knowledge 
by hospital personnel, he said. 


Workshop to Train 
Directors for Volunteers 


Training directors of hospital 
volunteers will be the subject of 
a ten-week workshop at Boston 
University’s School of Public Rela- 
tions and Communications. 

The course, to be conducted 
every Tuesday from October 6 
through December 8, will include 
lectures by Boston University fac- 
ulty members and authorities in the 
field of hospital administration. 
Areas to be covered include recruit- 
ment, community relations and the 
hospital volunteer, placement, and 
training and supervision of volun- 
teer workers. 


India Takes Action 
To Improve Health 


India’s major health problems 
today are tuberculosis and such 
communicable diseases as cholera, 
dysentery and smallpox, states Lil- 
lian Bischoff, former consultant 
to the Indian government on nurs- 
ing education and health measures. 


The Indian government has 
taken active leadership in promot- 
ing health programs on all levels, 
and is particularly fighting disease, 
poverty, and ignorance, she adds. 
These problems will be eventually 
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solved through safe water, proper 
sanitation and food, and facilities 
for prevention and cure of com- 
municable diseases. 


Miss Bischoff further adds that 
the U.S. can help through enlarg- 
ing educational exchange programs 
for training doctors, nurses, teach- 
ers, and technical personnel. 


Urge Parents to Discard 
Disposable Bags 


Speaking for more than 25,000 fam- 
ily doctors, the American Academy 
of General Practice has urged par- 
ents to dispose of disposable bags. 
Calling attention to recent sufto- 
cation deaths, they categorized 
plastic packaging materials with 
“ ‘unloaded’ guns, household poi- 
sons, and abandoned refrigerators.” 


Although plastic containers serve 
useful purposes, suffocation is a 
frequent cause of accidental death 
among children under one year 
old, the academy stated. Parents 
should keep such materials out of 
reach of children, dispose of them 
as quickly as possible, and not treat 
them as toys. 















‘HYPO’ 
IRRIGATING SYRINGES 


A Specialty Syringe For Use In All 
Urethral And Duodenal Work 


FOR GREATEST PATIENT 
SAFETY AND COMFORT 


e Finest Quality 


¢ Heat Resistant Glass Not Affected 
By Sudden Thermal Changes 


e Plunger And Barrel Accurately 
Ground To Precise Standards 


e Guaranteed Against Leakage And Backflow 


e Accurately Calibrated Markings 
Permanently Fused Into Barrel 
e Not Affected By Continued Sterilizations 


Conforms With The “FA YW PO? Seal Of Standards 


Available With Glass Or Metal Catheter Tip 
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Urge Better State Care 
For Congenital Defects 


Plastic surgeons throughout the 
country have been urged to take 
the lead in bettering state care for 
children born with congenital de- 
fects. 

Advocating a medical team ap- 
proach to treatment of birth de- 
fects by state crippled children 
services, an American Association 
of Plastic Surgeons committee re- 
ported that most existing services 
are insufficient in treating cleft lip 
and palate, ear and hand deformi- 
ties, and certain defects of the 
urinary tract. 


Medical teams to treat such con- 
ditions should include a_ plastic 
surgeon, pediatrician, otolaryngol- 
ogist, orthodontist, prosthodontist, 
psychologist, and member of a 
dental group, the committee de- 
clared. 


Recommendations were _ also 
made for further research into pre- 
vention and treatment of these 
conditions, and development of a 
standardized questionnaire for tak- 
ing the patient’s history. 


e Durable «¢ Laboratory Tested 
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900. Test-tube mixer 


Device for chemical mixing, protein 
washing, and similar procedures, incor- 
porates new principle of mixing and 
stirring in test tubes without corking, 
capping, or inserting anything in tubes. 
Patented motion creates vortex which 
results in exceptionally rapid mixing; 
individual motors of holders permit in- 
dependent tube operation. In 2- and 
4-test tube models. Kraft Manufacturing 
Co., 68-60 140th St., Flushing 67, N.Y. 


901. 


Magic marker 

For all fabrics, textiles, and coatings, 
new marker cannot clog, starve, leak, or 
gum up. Marking dries instantly, and 
lasts through innumerable washings and 
dry cleanings without bleeding, chemical 


reaction or obliteration. Ink flow in 
squeeze bottle can be controlled for 
small! or bold writing. Speedry Products, 
Inc., P.O. Box 97, Richmond Hill, Ja- 
maica 18, N.Y. 
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Ellen L. Davis 
Buyer’s Guide Editor 


902. Matches 


Illustrated souvenir 
match books for new 
parents come in tradi- 
tional blue and pink, 
marked with the an- 
nouncement “It’s a 
Boy,” “It’s a Girl.” 
Each book provides a 
certificate of birth 
form for parents to 
fill in infant’s vital 
statistics before send- 
ing to friends. Cello- 
phane package of 24 
books includes mail- 
ing carton. RonGene 
Co., 9033  Beverly- 
wood St., Los Angeles 
34, Calif. 
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903. Director 


Holder, which can be 
mounted on patient’s 
door, wall, or bed, 
comes with 21 most 
frequently used care 
instructions. Top slot 
holds card identifying 
patient and doctor; 
bottom opening will 
take hand-written in- 
structions not among 
the 21 provided. Pro- 
vides maximum pri- 
vacy for patient; 
avoids order errors. 
A. S. Aloe Co., 1831 
Olive St., St. Louis 3, 
Mo. 





904. Chromatofuge 
New chromatographic instrument deliv- 
ers more accurate differential separates 
of amino dyes, steroids, hypo-proteins, 
selected dyes, in 15 to 20 minutes as 
against the several hours required with 
classical methods. Speed lessens need for 
temperature control, and multiple sepa 
rates may be run simultaneously. Spring- 
closure seal retains the solvent-saturated 
atmosphere within the rotor during 
operation, preventing premature drying 
of paper sheet. Pre-wetted, full 18” 
diameter, circular paper sheets, necessary 
for separations of lipoproteins, can be 
used without tearing. Labline, Inc., 3070 
W. Grand Ave., Chicago 22, Il. 


905. Rechargeable flashlight 
Super 200, rechargeable flashlight guar- 
anteed for five years, throws an intensive 
beam for up to two hours of continuous 
use, and is recharged overnight at a 
cost of less than one cent. In ordinary 
use, requires recharging once every three 
months; cannot be overcharged. Con- 
tains built-in lifetime Alnico magnet; 
luminescent switch facilitates locating it 
in dark. Case with belt clip, leather 
carrying strap. Auto recharging unit 
available in deluxe models. Gulton In- 
dustries, Inc., 212 Durham Ave., Metu- 
chen, N. J. 
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906. Weatherstripping 


New development in weatherstripping 
material for steel or aluminum projected 
types of sashes, Seal-Draft is formed of 
highly corrosion-resistant chrome-alumi- 
num alloys. Sealing lip of frame makes 
ventilators easier to open and close, 
corner caps prevent mishap to hands and 
clothing. Reduce heat, air conditioning 
loss, minimize dust and dirt leakage, and 
correct infiltration problems. Seal-Draft 
Weatherstrip Division, Sun Screen Prod- 
ucts, Inc., 2220 N. Division St., Spokane 
91, Wash. 





907. Paper service 


New matched service, in blue dot design, 
includes 314-, 4-, and 51%-0z. souffle cups; 
§- and 8-oz. hot cups; 6- and 9- oz. cold 
cups; 8” x 10” partitioned plates; 9” din- 


cae 


ner plates; 6” luncheon plates; 12-oz. 
bowls; 44” square salad and dessert 
plates. Plates, bowls, and hot cups are 
plastic coated. Hot drink cups teature 
exclusive, built-in Handi-Handle. 
Sample kits on request. Sutherland 
Paper Co., 243 E. Paterson St., Kalama- 
z00, Mich. 


908. Glass polish 


Institutional Glass Polish need only be 
sprayed on and wiped off to provide 
fast and easy cleaning of such surfaces 
as windows, mirrors, chandeliers, cut 
glass, marble, chrome, tile, and plastics. 
In one-gal. containers, packaged with 
two 6-0z. spray bottles. O-Cedar Divi- 
sion, American-Marietta Co., 101 E. On- 
tario St., Chicago 11, Tl. 
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909. Filmtabs 


New table bottle con- 
tains 60 Sur-bex with 
C tablets in exclusive 
Filmtab coating 
which seals in vita- 
min taste and odor. 
Sur-bex with C_ pro- 
vides well-balanced 
vitamin B-complex 
formula with ascorbic 
acid added. As dietary 
supplement, 1 or 2 
daily; in convales- 


ence, 2 or more Film- 
tabs daily. Also, in 
bottles of 100, 500, 
and 1,000 tablets. Ab- 
bott Laboratories, 
North Chicago, Ill. 





910. Clot-timer 


New automatic in- 
strument for routine 
laboratory determina- 
tion of prothrombin, 
coagulation, and other 
clotting times is a 
small bench-top unit 
featuring simple op- 
peration, reproduci- 
bility, freedom from 
operator error. Self- 
contained heat source 
maintains samples 
and reagents at 37° C. 
Addition and mixing 
of reagents is electri- 
cally synchronized 
with start of direct 
reading digital timer. 
The timer stops auto- 
matically when sensi- 
tive transistorized de- 
tector circuit senses 
endpoint of reaction, 
showing reaction time 
to nearest tenth of a 
second. Mechrolab, 
Inc., 601 Main St., 
Redwood City, Calif 





911. 


Heart monitor 


New device, less than 5” long and weigh- 
ing only six ounces, is expected to re- 
duce surgical risks by signalling oper- 
ating team instantly when it becomes 
necessary to perform heart massage or 
other resuscitation. Monitor utilizes 
low-voltage, mercury-battery power sup- 
ply and high-gain transistorized ampli- 
fier. It is usually strapped to patient's 
left forearm, and an electrode, connected 
to the monitor by a small wire, is 
strapped to the right forearm, or other 
part of the body. It is possible to tune 
in various electrical waves detected and 
recorded by electrocardiographs; normal- 
ly, it is tuned to the “R-wave” activity 
of the ventricle portion of the heart 
which performs the blood-pumping func- 
tion. When unit cannot be attached to 
forearm, as in infant surgery, two elec- 
trodes or needles can be used and the 
monitor placed elsewhere on the body, 
or nearby in the room. National Cylin- 
der Gas Division, Chemetron Corp., 840 
N. Michigan Ave., Chicago, Ill. 
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912. Moist towels 


Refreshing for patients suffering fever 
or general hot weather discomfort, 
Cheeks are also being used by hospitals 
to replace napkins. Contain lanolin to 
help prevent drying of the skin, have a 
high percentage of hexachlorophene, a 
potent germ killer, and are effective as 
an underarm deodorant. Ideal for doc- 
tors and nurses as a clean-up when mak- 
ing calls where sanitary conditions are 
substandard. In cartons of 500. Duxe 
Products, 205-215 Keith Bldg., Cincin- 
nati 2, O. 
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DIAPARENE OINTMENT — Therapeutically ef- 
fective for decubitus ulcers, and controls offen- 
sive odor usually encountered in incontinents.!3 
When applied to skin after each change of bed 
linen and after each bath, promotes rapid healing 
of ammonia dermatitis.” 


DIAPARENE PERI-ANAL CREME — Healed or 
improved all cases of decubitus ulcers under obser- 
vation.”:> An efficient and safe agent in the pre- 
vention and treatment of peri-anal dermatitis.* 








DIAPARENE DUSTING POWDER— 
Dusted into bed linens, works as ad- 


DIAPARENE SURGICAL SOLUTION — 
DIAPARENE impregnated dressings, dia- 














Taare juvant therapy with DIAPARENE RINSE pers, or towels are effective prophylacti- 
Majarene* for decubitus ulcers, with a marked de- cally in urinary excoriation.5® Use of 
"BABY crease in the usual offensive odors.'* this solution results in evident reduction 
POWDER : Used with DIAPARENE OINTMENT, in ward odors.}6 

Sy cleared up or improved all cases of uri- 
~~ nary dermatitis. 











HOMEMAKERS PRODUCTS DIVISION - George A. Breon & Company, 1450 Broadway, New York 18, N. Y. 


(1) Smigel, Joseph O.: The Effect of Diaparene Chloride in the Aged Incon- (4) Grossman, L.: A New Specific Treatment for Perianal Dermatitis, Arch. 
tinent, M. Times 83:408, April 1955. Pediat. 71:173, June 1954. 

(2) Craven, Dolly M.: An Exchange for Ingenious Ideas about Nursing,Am. (5) Nagamatsu, G., Johnson, T., Silverstein, M. E.: A New Skin Treatment 
J. Nursing 56:1293, October 1956. for the Incontinent Patient, Geriatrics 4:5, Sep.-Oct. 1949. 

(3) Smigel, Joseph O., Murphy, Charles M., Lowe, Karl J., Gibson, John H.: (6) Barwise, Constance M., Caron, Mary A.: Chemical Treatment of Sheets 
yg Sa Skin in The Incontinent Aged, J. Am. Geriatrics Soc. 5:671, | Prevents Urinary Lesions and Odors, Mental Hospitals 3:6, June 1952. 
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913. Convertible bucket 


New mopping bucket can be used 
by itself for small jobs, or in con- 
junction with another one as a 
twin-tank unit for larger areas and 
jobs requiring two different solu- 
tions. Attachment is via two elec- 
troplated steel wire hooks and 
grommets in rubber bumper that 
encircles each bucket. The bumper, 
of heavy-duty, non-marking rubber, 
is permanently attached and steel 
reinforced. Standard construction 
features include heavy steel re- 
inforcing band to prevent caving 
from mop wringing pressure, hot- 
dip galvanizing after fabrication. 
Nest easily and securely. Dur- 
able aluminum chassis with ball- 
bearing wheeled casters. Conduc- 
tive casters on special order. In 32- 
and 44-qt. capacity. Geerpres 
Wringer, Inc., P.O. Box 658, Mus- 
kegon, Mich. 





914. Paper towels 

Easy-opening carton for Nibroc 
towels eliminates difficult opening, 
saving finger nails and knuckles, as- 
sures maximum sanitation, and of- 
fers time savings. Grasping tab at 
one end of Zip-Top tape and pull- 
ing it across the box opens carton 
without cutting or otherwise dam- 
aging it. Reusable for storage and 
shipping. Brown Co., Nibroc Divi- 
sion, Box 131-Z, Boston 14, Mass. 
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915. Grip-handle cane 
Lightweight cane features new 
grip-style handle shaped to al- 
low gripping by the thumb and 
index finger, permitting the rest 
of the fingers to align themselves 
in a relaxed position. Broad weight- 
bearing surface adds to comfort, 
reduces fatigue, and the handle 
will not absorb perspiration or 
odors. Unique handle angle con- 
forms to the natural angle of the 
hand, and does not reshape the 
hand to fit it, as is usual in con- 
ventional styles. J-Line Products, 
9036-13th Ave., S., Minneapolis 20, 
Minn. 





916. Cardiac suture 
Entirely new electrically conductive 
cardiac suture consists of a double- 
armed insulated conductor which 
may be applied directly to the myo- 
cardium for artificial stimulation 
of the heart. Used in conjunction 
with a pacemaker, manufacturer 
says tests indicate it offers the most 
effective method of artificial heart 
stimulation yet devised. Observa- 
tions indicate there are no spas- 
modic contractions of the skeletal 
muscle with the suture, overcoming 
a prime difficulty often encoun- 
tered with external electrodes. It 
may also be left in the patient 
for long periods of time. Suture is 
silver-plated wire, braided over lin- 
en, insulated with polyvinyl tub- 
ing. One curved and one straight 
needle are swaged at either end. 
Adapter is supplied to attach su- 
ture to pacemaker. Ohio Chemical, 
1400 E. Washington Ave., Madison 
10, Wis. 


917. Respiration unit 


Utilizing exclusive Bennett Flow- 
Sensitive Valve featured in adult- 
size models, new respiration unit 
and two pressure breathing units 
for infants and children feature 
minimum dead air space, flexible 
small bore main tube, miniature 
manifold and flex tube designed to 
be used in any position, reduced 
maximum flow, and interrupted 
nebulization. Two Bennett infant 
masks, sizes 3 and 4, and a modified 
Type A small mask are supplied 
with each unit. Bennett Respira- 
tion Products, Inc., 2230 S. Bar- 
rington Ave., Los Angeles 64, Calif. 


918. Aluminum foil 


New interfolded pre-cut sheets in 
pop-up box completes line of foil 


for institutional market. Other 
items are self-dispensing rolls and 
rectangle-cut sheets, all sold in feet 
instead of pounds so that portion 
and cost control can be measured. 
Kaiser Aluminum & Chemical 
Sales, Inc., 1924 Broadway, Oak- 
land, Calif. 
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New Variable Capacity FOODVEYOR 


serves either 18,20, 22 or 24 


Now one food conveyor, the new Blickman Food- 
veyor, has the versatility of four, thanks to Blick- 
man’s exclusive new concept of “variable capacity”. 
Now the cold compartment can be adapted to serve 
any number of patients from 18 to 24. Capacity 
increases or decreases simply by changing sets of 
non-tilt tray racks. Your conveyor load is governed 
only by your own weekly or daily feeding require- 
ments. And that’s not all. Here are just a few of 
the other advantages you get with the exclusive 
Foodveyor: 
e Mechanical forced air refrigeration system cools 

instantly to 40°. %4 hp compressor cools faster than 
SEE US AT: American Surgical Trade Show 

St. Louis, Missouri 


Booth 192 and 193 
November 12-14, 1959 


Look for this symbol! of quality Bji@ utah 
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your refrigerator. Does away with need for cold 
plates, deep freezers or pre-freezing. 


e Spacious heated compartment. Fully insulated 
heated compartment contains 8 easy-glide drawers 
with room on each for 8 nine-inch dinner plates and 
3 bouillon cups. Thermostatic control keeps cooked 
foods oven-fresh and piping hot. 

e Stainless steel construction for lifetime service. 
Foodveyor is constructed of stainless steel inside 
and out. Tray slides and heated drawers are fabri- 
cated of heavy gauge lightweight aluminum. 

Only Blickman makes the revolutionary new Food- 

veyor. For full information see your Blickman dealer 

or write S. Blickman, Inc., 5710 Gregory Avenue, 

Weehawken, New Jersey. 


BLICKMAN 


FOOD SERVICE EQUIPMENT 
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919. Ice crusher 


New portable electric machine makes 
cracked ice readily available for labora- 
tory experiments, ice packs, temperature 
control, preservation of specimens and 
chilling drinks. Whirling, retractable 
arms crack cubes and deliver evenly 
sliced (not crushed) pieces into tray 
below. Adams-Pelouze Co., 1218 Chi- 
cago Ave., Evanston, III. 


ae 


fama 
920. Sterile needles 


Package innovation makes for faster, 
safer handling technic for B-D Yale 
disposable needles. Four steps shown: 
using left hand, grasp unit, bend upper 
portion toward forefinger pushing hub 
through printed side of package; affix 
syringe to needle and withdraw from 
outer package; remove sheath to fill 
syringe; replace sheath. Becton, Dickin- 
son & Co., Rutherford, N. J. 


OCTOBER, 1959 











921. Faucet 


New plastic faucet is 
molded of new-type 
polyethylene in me- 
tallic gold color. De- 
signed to fit all 34” 
standard drum open- 
ings, will give satis- 
factory service in 
extreme cold or tem- 
peratures up to 140° 
F. without breaking, 
softening, or bending. 
Multi- Meter Corp., 
1041 Custer Drive, 
Toledo, O. 
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922. Bath oil 
New, water - dispersi- 
ble, antipruritic oil 
for use in bath, show- 
er, or as a sponge 
bath, deposits a thin, 
uniform oil film over 
entire skin area. Lu- 
bricates, relieves dry- 
ing, scaling or itching, 
and restores protec- 
tive action of lost skin 
lipids. Westwood 
Pharmaceuticals, 468 
DeWitt St., Buffalo 
iS, Wi. Y. 





923. Blood loss meter 


Portable Borden Hemorrometer provides 
laboratory precision for measuring blood 
loss continuously during operation. 
Blood is aspirated through self-rinsing 
suction tube, and measured in glass me- 
tering cylinder. Blood absorbed in 
sponges and drapes is measured by 
weighing. Suction loss scale and sponge 
loss scale read in cubic centimeters. Irri- 
gating liquid can be used freely, and 
blood mixed with it can be measured. 
Non-sanguineous body liquids are dis- 
counted. Metering functions are inte- 
grated into automatic and semi-auto- 
matic systems responsive to manual con- 
trols. Hemorrometer Co., Division of 
Stanford X-Ray Stereoscope, 3626 Stev- 
ens Creek Rd., San Jose 28, Calif. 





924. Plastic glove cabinet 


Low-cost cabinet is made of heavy plas- 
tic sheet supported by a plated steel 
rod frame. It is used where manipula- 
tion of equipment, biological, chemical 
or slightiy radioactive material has to 
be made in controlled atmosphere or 
where absolute sterility is required. 
Sheet is practically inert to most chemi- 
cals, and highly resistant to tearing. All 
seams, and the plastic gloves, are welded 
by special high frequency machines. In- 
lets provide for inflating main chamber 
and air lock separately. The Torsion 
Balance Co., Clifton, N. J. 
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Comparing Notes with Hospital Pharmacists 


Highlights of my visits 
to hospital pharmacies 


across the country 





HAVE just returned from another extensive trip 

throughout the United States, and I find that the 
importance of the Hospital Pharmacy is growing each 
day. In fact, it was quite obvious to me that the role of 
the Pharmacist cannot be underestimated in any hos- 
pital—large or small. 


In Tennessee—Among the many quéstions of common 


interest which I encountered was: “Should Central 
Supply be combined with the Pharmacy?” 


I cannot answer this completely in a few words, but I 
know that this combination has been working well at 
many hospitals. For example, Grover Bowles, Director 
of Pharmacy Service at the Baptist Hospital in Memphis, 
Tennessee, has recently taken over the Central Supply 
operation with considerable success. I plan to elaborate 
on this subject in a future article. 


In California—In one of the hospitals we visited in 
San Francisco we met a Pharmacist who had just 
received a prescription for a foreign-made product. As 
you know, many of our present-day internes have been 
schooled in foreign countries. This creates the problem 
of where to obtain these foreign drugs, and where to 
find information about them. Bob Gossitt of our San 
Francisco Division has most of the answers. Bob has 
been well trained in the duties of ‘Rex’? McKay®, and 
is usually able to provide information even on foreign 
prescriptions. (““Rex’? McKay is the professional name 
used by the expert pharmaceutical consultant in each 
of McKesson’s 84 Drug Divisions.) 


In Indiana—On my way through Indiana I spent a 
day at Evansville as the guest of the Indiana Catholic 
Hospital Association. Sister Elizabeth, Administrator 
of St. Mary’s Hospital, was my hostess on a tour of this 
beautiful, modern hospital. The Pharmacy had been 
well-planned under the direction of Mr. Wiley. As I 
commented on the other Pharmacies I had seen, Sister 
Elizabeth asked me why I traveled so much. The 
answer is that such visits give me the best opportunity 
to learn about Hospital Pharmacy and other hospital 
problems. 


In Texas—Bob Lantos, Director of Pharmacy Service, 
University of Texas Medical Branch Hospital, cordially 
showed me all the phases of his Pharmacy operation. 
Bob has several problems common to City, County, 


Sind Me ey . 
- by Alfred A. Mannino 
. EXECUTIVE DIRECTOR, HOSPITAL DEPT. 
McKESSON & ROBBINS, INC, 
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State and Federal Installations. Because of the bid a 
procedures used in this type of institution, there is a . 
longer lapse of time between requisitioning and re- w 
ceiving merchandise. This means that stocks must be ” 
anticipated, and inventory standards are difficult to b 
maintain. Nick Wollard, Sales Manager of McKesson’s SI 
Houston Division, has often been able to help Bob u 
when he needed items on an emergency basis. u 
In Massachusetts—Another type of operation that P 
requires careful inventory control and fast deliveries is d 


the Government Out-Patient Clinic. In one such clinic / 
in Boston the Chief Pharmacist and his staff handle a I 
great many prescriptions each day. Their efficient 
organization provides for adequate stocks and nearby 
sources of supply to expedite prescriptions. 


In Minnesota—The American Society of Hospital $ 
Pharmacists has contributed greatly to the recent 
progress of Hospital Pharmacies. I have been privileged : 
to be invited to speak before about 25 local chapters of 
the A.S.H.P. I have found that in many areas, such as ‘ 


Minneapolis, the local chapter invites detail men and 
salesmen to participate in their meetings. I think this 
is very helpful to both the Pharmacists and the sales- 
men, and will certainly work to the advantage of 
the patient. 


In Ohio—On a subsequent jaunt, I was lucky to be 
able to get to Cincinnati for the meeting there of the 
A.ph.A. and A.S.H.P. Pardon me if I get carried away, 
but this was really inspiring. It was the best attended, 
most progressive, most interesting meeting of phar- 
macists ever held—a dramatic demonstration of the 
advances we have made. 


Wherever I went throughout the country, noting the 
great recent strides of Hospital Pharmacies and the 
growing importance of Pharmacists, I found Pharma- 
cists who were enthusiastic and grateful for the help 
they get from McKesson’s Hospital Service Depart- 
ments. In fact, 60% of the nation’s hospitals depend 
on McKesson in the efficient management of their 
Pharmacies. A McKesson representative will be glad 
to discuss your problems with you. Write me for the 
name of your nearby McKesson Hospital Service 
Department. Address: A. A. Mannino, McKesson & 
Robbins, 155 East 44th Street, New York 17, N. Y. 
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925. Electric stapler 


New, heavy-duty automatic electric 
stapler for applications requiring 
a heavier thrust in stapling, such 
as IBM cards and banking forms, 
also handles such routine work as 
receipts, invoices, booklets, reports, 
bags and material. Fool-proof, 
single contact control activates 
unit to drive staples automatically 
upon insertion of material. Sta- 
pling position may be adjusted to a 
depth of 444”. The Staplex Co., 
777 Fifth Ave., Dept. H-82, Brook- 
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926. Marking pencil 


New, all-purpose marking pencil 
writes on any surface, and can be 
sharpened in any pencil sharpener 
without clogging cutters. Nota- 
tions may be fine or heavy as 
desired, and it is possible to write 
on glazed or glossy surfaces in very 
small areas where grease pencils 
are useless. Markings wipe off with 
a damp cloth. In seven colors. 
Sample on request. J. S. Staedtler, 
Inc., 430 DiCarolis Court, Hacken- 
sack, N. J. 


OCTOBER, 1959 





927. Sacro-ease pillow 


New seat for use in wheel chair, 
chair, or car, relieves pressure after 
anal or perineal injury or surgery, 
and reduces pressure in any chronic 
condition involving the buttocks, 
ischial tuberosity, the coccyx and 
sacral regions. Two-inch foam rub- 
ber base, vinyl-covered sides and 
base, high quality upholstery on 
seating surface; waterproof vinyl 
plastic cover optional. May be used 
with either side uppermost, de- 
pending on degree of support 
needed in the affected regions. Mc- 
Carty’s, 3320 Piedmont Ave., Oak- 
land 11, Calif. 





928. Syringe attachment 


New patented attachment for fast 
pipetting or repeated injections fits 


any 2-cc. syringe. Specially shaped 
slot and adjusting screw allow the 
syringe to be put on and taken off 
instantly without changing the set- 
ting. Fine thread on adjusting 
screw permits setting to any desired 
volume; syringe will refill to same 
volume each time. Fine control to 
fill small pipettes or dispense fine 
drops. Available as an attachment 
only, or as complete unit including 
attachment, syringe, valve, filling 
tube, and sinker. Scientific Indus- 
tries, 15 Park St., Springfield 3, 
Mass. 





929. OR sweatband 


New throwaway. sweatband, 
of featherweight, 4-ply, powerfully 
absorbent Gauztex, is held in place 
by elastic band. No pre-wetting; 
no metal parts or potential irri- 
tations. Sweat can’t sting eyes, blur 
vision, or carry foreign matter into 
the eyes. Sample on request. Gen- 
eral Bandages, Inc., 8300 Lehigh 
Ave., Morton Grove, III. 


930. Posi-grips 


Designed for manipulating labora- 
tory materials too hot or dangerous 
to handle, jaws of device will close 
around object merely by closing 
one hand on the palm grip. Heat- 
treated spring insures immediate 
opening of jaws when hand pres- 
sure is relaxed. In 18”, 24” and 30” 
lengths, for objects from 1/32” to 





more than 6”; interchangeable 
heads. Machine & Instrument De- 
sign Corp., 109 Broad St., New 
York 4, N. Y. 

: | ti 
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931. Cavitator 


Giant-capacity, low-frequency ul- 
trasonic cleaner handles glassware 
and instruments. Simple, single 
knob operation, new foolproof cir- 
cuitry (fixed tune and automatic 
output) allow efficient operation by 
untrained personnel. Heavy-gauge 
single-unit stainless steel construc- 
tion. Cleaning tank, 14” long, 9” 
wide, 934” deep; 5-gal. capacity. 
114 W. 


Mettler Electronics Corp., 
Holly St., 


Pasadena, Calif. 
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932. Head halter 


For use in fixed or intermittent 
cervical traction for relief of pain 
in many complications in the 
area of the cervical spine, new 
halter has full foam rubber 
padding in all areas, with a tex- 
tured interlining of tricot. Cupped 
chin is tailored for proper fit; no 
inner seams. Tough sailcloth outer- 
lining will not stretch, all pull be- 
ing transmitted to the patient. 
Slide bar type buckles, with catch, 
provide one-time adjustment, easy 
application and removal. DePuy 
Mfg. Co., Inc., Warsaw, Ind. 








933. Diagnostic kit 
Convenient, space-saving diagnostic 
clinical laboratory aid is complete- 
ly self-contained, and takes up only 
10” of shelf space. Clinilab kit 
includes five widely used tests, and 
provides work space for routine 
and follow-up testing for: quanti- 
tative estimation of urine sugar; 
ketonuria and ketonemia; biliru- 
binuria; proteinuria and glycosuria; 
and for occult blood. Easy and 
economical for office, clinic, or hos- 
pital ward, the complete set of tests 
takes only minutes to perform. 
Ames Co., Inc., Elkhart, Ind. 
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934. Hospac roll-about 


Unit is a special 300 mm. Bauman- 
ometer attached to its own working 
table so that it can be wheeled into 
the operating room, ward, exam- 
ining room, or wherever blood 
pressure equipment is needed. All- 
metal construction; tip-proof stand 
has rubber-tired conductive casters. 
The manometer is hinged and can 
be closed into recessed compart- 
ment, which also holds the com- 
plete inflation system. Drawer holds 
diagnostic instruments, including 
an otoscope, ophthalmoscope, steth- 
oscope, and flashlight. Unit weighs 
69 lbs., is finished in Hammertone 
silver baked enamel; stainless steel 
working top is 1434” x 1434” x 6”. 
Esco Industries, P.O. Box 68, 
Woodside 77, N. Y. 








935. Indicating clocks 


All Cincinnati indicating clocks 
for use in clock and program sys- 
tems have been redesigned for bet- 
ter appearance and more simplified 
installation. Greater dial exposure 
within the same diameter makes 
for easier reading; installation is 
simplified since all sizes of flush 
clocks are made to fit one outlet 
box, which is equipped with a 
mounted receptacle and color-coded 
pigtail leads. Cincinnati Time Re- 
corder Corp., 1733 Central Ave., 
Cincinnati 14, O. 









936. Punchless binder 
New Accogrip binder eliminates 
need for punching holes, the 
spring-action clamp opening = or 
closing instantly as it is pressed 
with one finger. In letter and legal 
size, in red, black, grey, green, or 
blue. Acco Products, Riverside Dr., 
Ogdensburg, N. Y. 





937. Measuring cup 

One-ounce disposable, transparent 
plastic cup is calibrated to show 
fractions of an ounce, as well as 


teaspoon measurements. Designed 
to be used as a component of a 
package where measuring by the 
user is important, and as a medi- 
cine cup in hospitals. Busse Plas- 
tics, 64 East 8th St., New York 3, 
A 


938. Adhesive tape 

New adhesive tape that becomes 
invisible when applied to the skin, 
also stretches with the skin, allow- 
ing freer movement of bandaged 
joints. Has superior “stickability,” 
yet pulls off easier; is waterproof, 
and won't soak off. Dispenser has 
patented cutting device. Johnson 
& Johnson, New Brunswick, N. J. 
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“a new and nearly ideal skin drape... 


<n adherent to the incisional edge.”’' 


Apply over operative area 
then 















INCISE RIGHT THROUGH FILM 


A new aid to aseptic surgery... 


Wir bRAP tS Surgical Film 


...completely isolates the patient’s skin from the wound and maintains 
the sterility of the operative site. Skin draping by this method eliminates 
the use of cumbersome cloth skin towels and towel clips. Nothing used 
during the operation can touch uncovered skin. 


A soft, sterilizable, pliant plastic, Vi-DRAPE Film is adhered to the 
surgically prepared skin with sterile Vi- HESIVE® Surgical Adherant and 

the incision made right through the transparent film. The adhered film 
clings closely to wound edges throughout the procedure and is impermeable to 
bacteria and fluids. Applicable to all contours, Vi- DRAPE Film offers extra 
advantages in achieving asepsis in previously difficult-to-drape areas. 





Use of Vi-DRAPE Film fits easily into established routines of the surgical 
team. For literature and technic-for-use, write to: 


AEROPLAST CORPORATION 
420 Dellrose Ave., Dayton 3, Ohio. 


Vi-Drape Film and Vi-Hesive Adherant are available through your 
surgical supply dealer. In Canada, through Fisher and Burpe Ltd. 


Patents Pending 





and for post-op use 
AEROPLAST® 
Initial clinical studies on Vi-DRAPE Film were conducted by Spray-on Surgical Dressing 


Carl Waiter, M.D., Peter Bent Brigham Hospital, Boston. 


1. Adams, Ralph, M. D. : Med. Times, 86:1119-1127 (Sept.) 1958. 






Topics Camera Covers 
the AHA Exhibit Booths 


It was S.R.O. when the convention’s record- 
breaking attendance took over New York's 
Coliseum. But with a responsive audience of 
over 18,000 conventioneers, the cast of 5,000 
exhibitors and their representatives put on a 
show to match the attendance. 


Left: Frederick H. Ide, president of the Kent Co., demonstrates 
the company’s new Microstat vacuum cleaner to Bess Owens, 
nursing administrator of the operating room, Washington (D.C) 
Hospital Center. The vacuum features a bacteria-proof filter 
which, according to hospital tests stops “essentially 100 percent 


of all microorganisms” drawn into the machine. C-950. 











Below: Martin Shampaine, of Shampaine Industries, Inc., 
demonstrates the firm’s new all-electric operating table 
to Betsy McDonald, center, nurse anesthetist, Georgia 
Baptist Hospital, Atlanta, and Martha S. Housley, nurse 
anesthetist, Grady Hospital, Atlanta. Table adjusts via 
a push-button selection panel at the end facing the 


anesthetist. C-951. 











Above: Anesthetists John F. Quinn, left center, of Oak Park 
(IIL) Hospital; Esther L. McDermott, chairman, Tri-State Nurse 
Anesthetists, Chicago; and Mary Donovan, of Milwaukee (Wis.) 
County Hospital, are keenly interested in Ohio Chemical Co.'s 
new model absorber. Company representative G. C. Scheurer 





stands by to answer questions about the machine, which is 





available with or without rebreathing valve. C-952. 
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recessed shelves and tubular 


Right: Chester H. Smiley (I.) and Robert G. Betchley 
(r.), Russell Distributors, demonstrate the electriduct, 
@ noiseless rubber over-the-floor extension cord, to 
Mary M. Weinschreider, director of nurses, Mclaren 
General Hospital, Flint, Mich. C-957. 
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Left: John H. Patrick, Jr. (l.), director of ad- 
ministrative services, USAF Hospital, Home- 
stead, Pa., examines the new narcotic dispenser 
at the McKesson & Robbins booth. Counter, 
which keeps track of tablets loaded and dis- 
pensed, is shown by R. Meligeni. C-955. 


Right: Servette cart is topic of conversation at 
Colson Corp. booth. Questioning Don Weir 
(r.), Colson Corp., about its advantages is 
Robert Reed, assistant business manager, State 
Welfare Home, Smyrna, Del. Cart has beveled 
frame. C-956. 








Above (I. to r.): Robert A. Molgren, executive director, St. Luke’s 
Hospital, Kansas City, Mo.; Russell H. Miller, associate director, 
University of Kansas Medical Center, Kansas City, Kans.; and 
J. Denison, V. Mueller & Co., discuss The Mueller-Morch Piston 
Respirator. Machine can be transported, with or without patient, 
in automobile or aircraft, and has a built-in auxiliary hand 
bellows which permits uninterrupted breathing. C-953. 

Left: The Kaslow oxygen mask, made of polyethylene and having 
a translucent face piece, was exhibited at Pharmaseal booth. 
C. C. Devine, Pharmaseal hospital sales supervisor, answers a 
question by Sister Anne Marie, OR supervisor, Misericordia 
Hospital, NYC, as Josephine Emy, medical student at Misericordia 


looks on. C-954. 
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Above: John Bienstock, John Bunn Corp., lifts top of Baby’s Haven as 


Above: Harry D. McMullen (r.), Technical Equipment Corp., discusses 


Above 























he explains its operation to Williard Prior, assistant director, University Knight Needle Cleaner with William McConnell, assistant director, sup- Mercy 
Hospital, Augusta, Ga. New stainless steel incubator, especially adapted ply service, VA Central Office, Washington, D. C., as Mrs. McMullen —" 
for “preemies,” provides for retention of pre-heated atmosphere, demonstrates. Product's six-step cleaning process requires only 110 ao 
accurate oxygen control, and adequate circulation. C-958. volt AC line current and compressed air. C-959. = si 
‘oot m 
the tip 


Right: Astrilite, American Steri- 
lizer’s new concept in patient 
room lighting, is explained to 
(Il. to r.) Marjorie J. Reed, OR 
supervisor, and Rita Gale, RN, 
both of University Hospital, Co- 
lumbus, O., by representative, 
E. Lyon. C-960. 


Left: Whirlpool hydrotherapy baths were displayed at Whitehall Electro 
Medical Co., Inc., booth. Salvatore J. Zaita describes equipment’s features to 
David Broadsky, Eastern Scientific Co., Providence, R.I. Each bath has one 
motor driven system for both agitation and emptying, with all functional or 
operating parts located in the turbine assembly. C-961. 
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Above (I. to r.): Barbara Yamashita, anesthetist, 


Mercy Hospital, Sacramento, Calif., and Mary J. 
Brown, nurse anesthetist, Highland General Hos- 
pital, Auburn, Calif., stop at South Eastern 
Cordage booth to ask Leonard Graf about web 
foot mop which features a nylon-stitched tap at 
the tip to prevent cords from tangling. C-962. 


Right: E. D. Sandberg (I.), Crane Co., shows sink to 
George Baker, plant superintendent, Newark (N.J.) 
Beth Israel Hospital, and his wife. Also displayed at 
booth were showers, laundry tubs, drinking foun- 
tains, and other plumbing fixtures. C-965. 
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PROGRESSIVE PATIENT CARE 


INTERMED 
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Above: Featured at Huntington Furniture Corp. booth was wood furniture for hospital rooms 
or nurses’ and staff residences. Here, Jane E. Frey, surgical supervisor, Mary Imogene Bassett 
Hospital, Cooperstown, N.Y., chats with Huntington representative, James L. Angle. C-963. 


Left (I. to r.): Ann Ignatz and Rose Botshon, both licensed 
practical nurses at Rockaway Hospital, Rockaway Beach, 
N.Y., discuss General Electric's new x-ray machine with 
company representative Arnold Mitchell. Explosion-proof, and 
with all cables enclosed to eliminate cleaning, the machine 
is especially designed for use in the operating room. The 
overhead bilateral tube hanger permits complete freedom 
of placement, up and down, and to either side. C-964. 


TYPICAL FLOOR PLAN OF MODERN HOSPITAL 



































on wheels, each 


Right (I. to r.): 


discuss Di-Crobe, 


cleaner. C-969. 





Above: Linenmobile system is explained to K. C. Smith (l.), 


comptroller, Jameson Memorial Hospital, New Castle, Pa., by 
Allan E. Nelson, Atlantic Alloy Industries, Inc. A linen closet 


linenmobile unit has adjustable shelves, a 


or shades of blue or green. C-966. 


push handle, and protective shades. Comes in a natural finish 





Above (I. to r.): Wilber Ortega and Harold F. Mullen, Upjohn Co., explain new 


drug packaging unit to Sister M. Madeline, assistant administrator, St. Francis 
Hospital, Poughkeepsie, N.Y. Designed for drugs that have to be diluted just 
before administering, top of unit holds liquid, bottom contains powder. Slight 


pressure on plunger at top of unit forces liquid into bottom section, thereby 
enabling easy mixing with slight hand motion. C-967. 





Katherine Burke, R.N., University Hospital, NYC; Earl 


Huntington’s 


soapless 


detergent-phenolic 


Brenn, Huntington Laboratories; Edward Desautels, assistant superintendent, 
McCook Memoria! Hospital, Hartford, Conn.; and Mrs. Rose Desautels, 


germicide 


Left: Discussing the Elgin Exercise Chair are Edwin J. Robinson (I.), 
assistant director, Newton Wellesly Hospital, Newton Lower Falls, 
Mass., and Henry Kanies, Elgin Appliance Co. Chair comes complete 
with stabilizing straps, metal stirrup handles, leather foot stirrups, 
rope, cables, pulleys, and weight pan. Recommended by Elgin for 
treatment of hemiplegic, polio, arthritic, and orthopedic patients. 


Aids resistive, assistive. or reciprocal motion exercises. C-968. 
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Above: New Yorkers Jacquelyn Spano (center), 
diet therapy instructor, Bellevue Schools of Nurs- 
ing; and Nancy Vosburgh, American Dietetic 
Association, are intrigued by company representa- 
tive C. F. Sullivan’s demonstration of Dixie Cup’s 
new dispenser. Unit dispenses single paper plates 
via vacuum pick-up arm. C-970. 


Right: George Kasubjak (center), National Marking 
Di-Mark — Thermo-Set 
identification system to William Lentsch (I.), linen 


Machine Co., describes the 


service manager, and Robert D. Rowland (r.), purchas- 
ing department, both of Danbury (Conn.) hospital. 
Linens are marked by Di-Mark machine, designed to ac- 
commodate varying thicknesses of materials, and mark 
is heat-set by Thermo-Set machine which automatically 


releases marked material after proper dwell time. C-973. 


Above: Jay Dorsak, of Gordon Armstrong 
Co., shows incubator to nurse anesthetist 
Ruth M. Byers, of St. Joseph Mercy Hos- 
pital, Pontiac, Mich. Machine features hand 
aperature through which adjustments may 
be made for oxygen, heat, humidity and 
nebulization control. C-971. 


Below: Dr. Joe K. Owen (I.), administrator, District of Columbia Gen- 


eral Hospital, Washington, D. C., chats with ArKay Industries repre- 


sentative, Ed Thornburg, about Breath-O-Life controlled flow oxygen 


system. Beneficial to asthmatic or cardiac patients, 
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system utilizes 


equipment which permits oxygen to be self-administered. C-974. 











Above: Harold H. Goodman (I.), member, execu- 
tive committee, Daughters of Sarah Jewish Home 
for the Aged, Troy, N. Y., and Richard DuPree, 
hospital furniture division, National Store Fixture 
Co., Inc., examine company’s three-drawer chest. 
Also shown were beds, cabinets, and chairs for 


hospital, convalescent, or dormitory rooms. C-972. 
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Below: Mrs. Hermien Nusbaum (I.), Hermien Nusbaum and Associates, 
explains URI-CUP to Parantzem Eleazarian, R.N., Hackensack (N.J.) 
Hospital. New product, a U-shaped receptacle for incontinent females, 
is molded of pure latex and held close to the body by tempered rust- 
proof steel springs. C-975. 








Left (I. to r.): Jack H. Green, Standard Coat, 
Apron & Linen Service, Inc., explains serv- 
ices to Anna Brown and Stella Koch, presi- 
dents, Passavant Hospital Dispensary Club, 
Pittsburgh. Company provides delivery and 
pick-up of and storage for linens and gar- 
ments. C-976. 


Right: Maj. G. A. Clark (I.), MSC, Military 
Medical Supply Agency, NYC, watches a 
demonstration of the Melco Portovac by 
Leroy Allen, Melchior, Armstrong, Dessau 
Co. representative. Unit simplifies suction 
therapy by having all suction equipment on 
one portable cart. C-977. 


Left: Harold A. Robinson (I.), administrator, Lister General Hospital, 
Detroit, Mich., stops at Lorvic Corp. booth to discuss Vapor Phase 
Rust Inhibitor with representative, Richard Curtis. Product prevents 
oxidation of surgical instruments in autoclave and other wet 


sterilizers by atmospheric change. C-978. 


BERI 51 


Right: Features of a Tabbert stretcher are explained 
to Mrs. C. B. Kingscott, auxiliary president, St. 
Joseph Hospital, Mount Clemens, Mich., by Paul C. 
Tabbert, Tabbert Bros. Hospital Equipment. Auto- 
matic lowering, hydraulic pedal lifts, and marked 


controls are incorporated in product. C-979. 
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CURVUTE SURGIOK 





Right: Anthony Morena, Curvlite Surgical Products, Inc., division of 
Mastercraft Plastics, points out features of Curvlite sterile intra-vene 
tubing to Ann Bland, assistant director, Memorial Hospital, Sarasota, 
Fla. Tubing is tissue reaction free and supplied in convenient ready- 
to-use lengths. C-980. 
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Right: Andrew Zimet (r.), Parapatch Co., points out Americana Apply for your 
model Para-Press Machine to Robert J. Maifeld, assistant administra- FREE 

tor, Spartanburg (S.C.) General Hospital. Machine has a 7” x LOANER MACHINE 
282” press area and is available on a free loaner program. C-983. Linited Offer 






























en egne ee Left: Shown at Liquid Carbonic Division, 


General Dynamics Corp., booth were new 
developments in oxygen supply systems. 
Raymond Spilman (I.), NYC, and R. W. 
Goetschius, representative, discuss displayed 
equipment. C-981. 


Right: Jean A. Martz, director of nurses, 
Chester (Pa.) Hospital, and Ed Noonan, 
Debs Hospital Supplies, Inc., relax in Debs 
Lazy D chairs. Features include contilevered 
arms and wali-saver floor runners. C-982. 





Left: The Barnstead Condensate Feedback Purifier 
takes the spotlight as (I. to r.) David |. Abramson, 
administrator, American Medical Center at Denver, 
Colo., and Harold Neham, chief pharmacist, Mai- 
monides Hospital, Brooklyn, ask representative, 
A. Fulton about its function. Three-way feedwater 





pretreatment process eliminates evaporator cleaning. 


C-984. 


FARADAY 
NURSE CALL SYSTEM 





Left: Carolyn A. Breen, director of volunteers, Kent County Me 
morial Hospital, Warwick, R.I., and Guy C. Cyr, Speri-Faraday, Inc., 
chat about company’s nurse call system, a push-button operation 
facilitating communication between nurse and patient. C-985. 
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FILMS, NEW LITERATURE 


990. Poison control 


New booklet to aid Poison Control 
Centers lists selected products not 
likely to be listed in standard ret- 
erence works because they are too 
new, or contain a number of in- 
gredients. Information given in- 
cludes ingredients, description, 
toxicity, symptoms, and treatment 
of overdosage. Abbott Labora- 
tories, North Chicago, II]. 


991. Surface sterilant 


New nine-page bulletin describes 
the physical, chemical, and_ bac- 
tericidal properties of Beta-Propio- 
lactone, which is used as a vapor 
phase surface sterilant on the walls 
and floors of operating rooms, 
laboratory transfer rooms, and 
animal housing areas. Three charts. 
Wilmot Castle Co., Rochester, N.Y. 
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SPECIFICATIONS: (optional) 
Length 7612” 
Width 2914" 
Height 34” 
MATTRESS: 
an kis 3s 
Foam Rubber. 
Cover— (Harco #4626) Conductive. 
SAFETY STRAP: 


2” Cotton and Rayon 


SIDE RAILS: 

Pratt all position retractable. 
Automatic lock any position. 

Rails completely out of the way when 
down. 

5 to 6 inches more space available 
for the patient when using these rails 
with the conventional size mattress. 


PRATT HOSPITAL 
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992. Capsules 


New full-color brochure on Nys- 
caps, timed disintegration capsules, 
describes and illustrates the more 
than 30 formulations available. 
Sales Service Department, Nysco 
Laboratories, Inc., 34-24 Vernon 
Blvd., Long Island City 6, N.Y. 


993. Antibody test 


Introduction to the Fluorescent 
Treponemal Antibody Test is new 
l6mm, 9-min. filmgraph for labora- 
tory personnel. Covers preparation 
of the antibody antigen; technic of 
staining with fluorescent material; 
reactions obtained by ultraviolet 
light microscope assembly; and 
method used in preparation ol 
tagged globulin and its chemical 
purification. Cleared for television. 
Communicable Disease Center, 
Public Health Service, P.O. Box 
185, Chamblee, Ga. 

















HEAD SECTION: 
Hvdraulically operated. 


HEAD RAIL: Removable. 
CASTERS: 


— 2-swivel—10 inch x 2% 
inch. 
Conductive. Balloon-tires. 
ADJUSTABLE HEAD REST. 
1\V HANGER :Adjustable. 
Car be placed in 8 positions around 
table. 
SHOULDER REST. ARM BOARD 
LOWER TRAY FOR BLANKETS 
AND ACCESSORY STORAGE. 


FRAME: 
1%’ 16 gauge steel tube helio-arc 
welded. Entire frame Chrome plated. 
Top stretcher frame reinforced with 
1%4"’ 16 gauge steel tube. 


EQUIPMENT MFG. CO. 


994. Noise control 


New 24-page, four-color booklet, 
An Introduction to Noise Control, 
covers a wide range of applications 
for silencers, soundproofings, and 
allied equipment. Included are 
fully prefabricated audiometric ex- 
amination rooms; fully prefabri- 
cated medical research rooms for 
heart murmur studies, hearing, and 
other medical research requiring 
lowest possible noise-level environ- 
ments. Illus. Industrial Acoustic 
Co., Inc., 341 Jackson Ave., New 
York 54, N. Y. 


995. Floor machines 


New catalog covers line of 19- and 
22-inch floor and scrubbing ma- 
chines, together with specifications 
and descriptions. Includes a chart 
to aid prospective users select the 
right size machines for given floor 
areas. Illus. Multi-Clean Products, 
Inc., St. Paul 16, Minn. 


NEW RECOVERY ROOM STRETCHER 


COMPARE IN YOUR 


CAT. NO. RS-100 


OWN HOSPITAL 


STRETCHER BOTTOM AN 
LOWER STORAGE SHELF: 


20 gauge stainless steel. 


The design, construction and fin- 
ish of this stretcher, makes it the 
sturdiest, best appearing and 
most practical all around recov- 
ery room unit available. It will 
pay you to write for our special 
introductory offer for trial and 
inspection in your own hospital. 


30-DAY FREE TRIAL 
(Freight Prepaid) 


3007 SOUTHWEST DRIVE 
LOS ANGELES 43, CALIF. 
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No guesswork — Johnson & Johnson auto- 
claves are equipped with heat recording 
thermocouples that test temperatures right 
in the autoclave — in the package — In 
the dressing. 

These super-sensitive electric instruments 
guarantee accurate sterilization. 
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ADAPTIC Non-Adhering Dressing om 
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The only primary surgical dressing available that is Co, 
effective on any type of surgical lesion. It conforms, 
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Merck Sharp & Dohme 
_ Announces Appointments 


Three appointments have been an- 
nounced by Merck Sharp & Dohme, 
division of Merck & Co., Inc. 
Jerry H. Pyle is trainee, sales 
and marketing. Edward G. Kalish 
and Frank J. Reardon have been 
' appointed quality auditors, produc- 
' tion and packaging department. 





Klenzade Division Manager, 
Research Director Selected 


Keith A. Fitch has been promoted 
from sales director to manager, in- 
stitutional division, Klenzade Prod- 
ucts, Inc. Mr. Fitch is a registered 
professional engineer and registered 
professional sanitarian. 


Also, W. F. Waldeck, Ph.D., has 
joined the firm as director, research 
and laboratories. He will be in 
charge of expanded research pro- 
grams devoted to product improve- 







ment and utilization of newer 
scientific advances in detergent 
chemistry. 

Well known = throughout 





chemical industries for his impor- 
tant technical contributions to ad- 
vancement of detergent science, Dr. 
Waldeck is the inventor of a num- 
ber of patented products and 
processes now widely used in vari- 
ous industries. 







J. Philip Smith Elected 
Pfizer Laboratories Head 


J. Philip Smith 
has been elected 
vice-president 
and will head 
Pfizer Labora- 
tories Division, 
Chas. Pfizer & 
Co, Inc. He 
previously was 
general manager 
of the chemical 
sales division of the firm. 





Paul E. Weber, former assistant 
general manager of the division, 
will succeed Mr. Smith. 





Also named to new posts are 
Ward J. Haas, Ph.D., appointed di- 
rector of operations of Pfizer Labo- 
ratories and George C. Mayoue, 
sales manager. 
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TRADE TOPICS... 





William B. Graham, center, president of Baxter Laboratories, Inc., looks up after signing papers 
that sealed the acquisition of Flint, Eaton & Co., a Decatur, Ill., pharmaceutical firm. Standing 
beside Mr. Graham are J. K. Flint, left, president, and C. R. Flint, chairman, of Flint, Eaton. 
They will continue to hold the same positions in the new Baxter division. 


Dr. Haas previously served in 
several areas of the company and, 
most recently, in the Office of the 
President. 


Mr. Mayoue has served as sales- 
man and assistant general mana- 
ger, and as assistant to the vice- 
president of Pfizer Laboratories. 


James A. O'Connor, M.D., and 
Leonard S. Brahen, M.D., Ph.D., 
have been appointed associate di- 
rectors of clinical research, Chas. 
Pfizer & Co., Inc. 


Founder, Vice-president 
Of Stephenson Corp. Dies 


Esther Myers Stephenson, R.N., 
vice-president in charge of educa- 
tion, Stephenson Corp., died Au- 
gust 4. 


The firm, founded by Mrs. 
Stephenson and her husband, 
William H. Stephenson, manufac- 
tures the Minuteman Resuscitator, 
anesthesia equipment, and _ scien- 
tific instruments. 


Mrs. Stephenson was a leading 
figure in the fields of respiratory 
physiology and chemical tests for 






determination of intoxication, and 
an internationally known teacher of 
modern technics in anesthesia, 
resuscitation, and inhalation ther- 
apy. 


Robert Boyd Promoted 
At American Sterilizer 


Robert L. Boyd ie. 

/ ad > 
has been ap- - 2 
pointed to the f , 
newly created jay gee 
position of vice- 2 sal 


president, mar- 
keting, Ameri- 
can Sterilizer Co. 





Henry Fish, 
former assistant general sales man- 
ager, succeeds Mr. Boyd as general 
sales manager. 


H. A. Alexander has returned 
to the firm as consultant of surgical 
lighting research and development. 


Also at American, Henry Skovron 
has been promoted from field serv- 
ice manager to general service 
manager, servicing activities. 


(Continued on next page) 










































































TRADE TOPICS continued 


Two lIves-Cameron Co. 
Appointments Announced 


Ives-Cameron Co. has announced 
appointments of Herbert Lowen- 
kron, director of advertising and 
promotion, and Michael Maiese, 
director of research and develop- 
ment. 


Mr. Lowenkron previously held 
the positions of sales representa- 
tive, district sales manager, assistant 
sales manager, and sales promotion 
manager of the pharmaceutical 
manufacturing firm, a division of 
American Home Products Corp. 

Mr. Maiese was formerly super- 
visor of research and has been ac- 
tive in clinical research and devel- 
opment of new products. 


Appoint Abbott Salesmen, 
Dr. Osterberg Retires 

The chemical marketing division, 
Abbott Laboratories, has an- 
nounced placement of sales repre- 
sentatives in customer areas in the 
eastern states. The decentralization 


policy is being extended to all 
parts of the country. 

Appointments made are: F. S. 
Lakey, New England and upstate 
New York; John B. Verlenden, Jr., 
Pennsylvania, Virginia, West Vir- 
ginia, Maryland, and Delaware; E. 
John Faassen, New York City, New 
Jersey, and Philadelphia; and 
James A. McDermit, southeastern 
states. 

Also, Arnold E. Osterberg, Ph.D., 
has retired from the clinical in- 
vestigation staff, medical depart- 
ment. Widely known specialist in 


the field of biochemistry, Dr. Oster- 


berg intends to devote the next 
few years to research at the Nation- 
al Cancer Institute. 


NEWS BRIEFS 


William L. Taylor and Roger K. 
Lager—have been named 


tal Service, Inc. 
represent 


Mr. Taylor will 
the firm in southern 


Ohio, Kentucky, and West Vir- 
Mr. Lager will be repre- 


ginia. 
sentative in New England and 
metropolitan New York. 
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=This unit combines the popular goose- 
neck style patient helper with our 
exclusive lock-lever bed clamps. One 
nurse can attach the Improved Patient 
Helper in rigid position to practically any 
style hospital bed in a few moments. The 
rubber padded clamps attach to any head 
or foot portion of bed.. 
attachment. Goose-neck fits down into 
supporting tube for greater strength. All 
tubing nickel plated electric welded steel. 
Trapeze portion swings free. . 
swung out of way when not in use. A 
valuable patient aid ... helps patient help 
himself! No. 670. 


NEW WALL PROTECTOR 


Prevents clamps of the Improved Patient 
Helper, Featherwight Overhead Frame, or 
Crib Fracture Set from damaging walls. 
Rubber covered steel. Easily attached to 
any of the above units. No. 675. 
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sales 
representatives, Continental Hospi- 





Harvey M. Gil- 
ler man — has 
been appointed 
director of re- 
search and devel- 
opment, Sham- 
paine Indus- 
tries, Inc. He 
will be in charge 
of all engineer- 
ing research, 
product design, and development 
and coordination of engineering 
personnel. 
* * * 
Arnold B. Sklare, Ph.D. — has as. 
sumed the post of senior medical 
writer with J. B. Roerig & Co, 
pharmaceutical division of Chas, 
Pfizer & Co., Inc. He formerly has 
been senior writer with Ayerst 
Laboratories and with Pharma- 
ceutical Advertising Associates, Inc. 
* * *~ 


Alfred H. Free, Ph.D. — has been 
appointed director of Ames Re. 
search Laboratory. He will be 
responsible for directing laboratory 
programs in basic research and 
product development for Ames 
Co., Inc. 
~ 7 *“ 
C. M. Hotchkiss — has retired as 
sales representative, Abbott Labor- 
atories, after 32 years with the com- 
pany. George W. Borders, Atlanta 
district manager, leaves the com- 
pany after 26 years. Mr. Hotch- 
kiss’ territory included London, 
England, and Washington, D.C. 
x 7 a 

Frank J. Galloy—has been ap- 
pointed central regional sales man- 
ager, Hyland Laboratories. His 
territory will include Illinois, Wis- 
consin, Minnesota, Iowa, Indiana, 
Ohio, Michigan, West Virginia, 
Nebraska, and western Pennsyl- 
vania. Mr. Galloy was previous!) 
sales representative in northern 
Illinois and northwestern Indiana. 


* * * 


Edward J. Matson, Ph.D.—has been 
appointed director, scientific ad- 
ministration, a newly-formed divi- 
sion of Abbott Laboratories, and 
LeRoy W. Clemence has been pro- 
moted to associate director of scien- 
tific administration. Dr. Matson 
was formerly director of scientific 
relations, and Mr. Clemence was 
manager of laboratories. 
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Dayton Rubber Co.—opened a new 
regional warehouse and sales out- 
let in Atlanta, Ga., at 1040 Boule- 
vard, S.E. 

* * * 


Robert D. Lake—has been named 
vice-president, hospital division, 
Edward Week & Co. Arthur J. 
Langdon is director of research, 
and William Tucker, vice-presi- 
dent, manufacturing production. 


* * * 


Theodore J. Medrek, M.D. — has 
joined the cancer research staff, 
Chas. Pfizer & Co., Inc. Dr. Medrek 
was formerly a staff physician, Bos- 
ton (Mass.) VA Hospital. 


* cK * 
Henry P. Glo- 
bus—has been 


elected vice-pres- 
ident, Guardian 
Chemical Corp. 
He has been 
with the com- 
pany since it was 
organized in 
1952. He was 
formerly sales 
manager. 
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RE-USEABLE 


Martin C. Sampson, M.D. — has 
been named executive vice-presi- 
dent, Pharmaceutical Advertising 
Associates, Inc. Douglas E. Gosnell 
has been appointed vice-president 
and accounts supervisor. 


* * * 


J. Warren Brooks and Edmund 
Cavanagh — have been appointed 
sales representatives, Homer Higgs 
Associates, Inc. Douglas E. Gosnell 
represent New England and up- 
state New York area, and Mr. 
Cavanagh will be assigned southern 
New Jersey, Pennsylvania, and 
Delaware. 


” * * 


Rand Development Corp. — has 
signed a contract with the Soviet 
Government for an option to li- 
cense the manufacture of Soviet 
medical and surgical devices in the 
U.S. 

Most of the devices involved are 
machines for rapid suturing of 
body tissues with tantalum staples, 
intended to replace the tedious 
hand method. 


* * * 


Owen J. Picton—has been ap- 





Syringes and Needles! 









Actual hospital survey shows: 
INTERCHANGEABLE SYRINGES COST LESS 


TO USE THAN DISPOSABLES BY 2 TO 1 


Disposable syringes cost you TWICE AS MUCH to use as re-use- 
able ones! Figures proved this in a *survey made at a leading uni- 


versity hospital. 


The survey, based on 600 injections, showed total cost for 2cc 
re-useable interchange syringe and needle for each injection to be 
05422, less than half the cost per injection with 2cc disposable 
syringe. Qualified hospital personnel said, ‘‘The ground glass syringe 
is of much better quality and is much more satisfactory to use than 


disposable syringes’’. 


In accordance with Eisele’s policy of offering a complete 
line, there will be disposable syringes available after the 


first of the year. 


EISELE & COMPANY 


OCTOBER, 1959 
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GLASS TIP 


109 Spring Street 
Nashville, Tennessee 





pointed director of sales, Ives- 
Cameron Co., division of American 
Home Products Corp. Mr. Picton 
formerly was director, trade rela- 
tions, G. D. Searle & Co. 


* * * 


Robert M. Ges- 
ler, Ph.D. — has 
been named di- 
rector of phar- 
macologic re- 


search, Baxter 
Laboratories, 
Inc. Nicholas 


J. Kartinos, 
Ph.D., has been 
named director, 
chemical research. Dr. Gesler was 
formerly chief, Baxter's pharma- 
cologic research; Dr. Kartinos was 
previously chief, chemistry section. 





Mr. Gesler 


* * * 


Raymond F. Thill — has been ap- 
pointed executive secretary, labo- 
ratory apparatus and optical sec- 
tions, Scientific Apparatus Makers 
Association. His chief activity is 
to coordinate manufacturer and 
distributor relationships. Mr. Thill 
was formerly purchasing engineer, 
Chicago Aerial Industries, Inc. 
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Foster Home Plan Aids 
Recovering Mental Cases 
Placing recovering VA mental pa- 
tients in foster homes is giving the 
VA an equivalent of a 1,500-bed 
mental hospital, according to a re- 
cent announcement. 


Under this program, 1,554 pa- 
tients lived with “adopted” families 
in private homes near the hospital 
during 1958, a 24 percent increase 
over the 1,249 in 1957 and a 53 
percent increase over the 1,011 
during 1956. 


Of 807 patients placed in homes 


The NEW 
DUAL 
PURPOSE 


during 1958, 328 recovered sufh- 
ciently during the year to be dis- 
charged from hospital rolls. 


Hospitals Need Facilities for 
Nuclear Emergencies 


The nation’s hospitals must pre- 
pare for nuclear accidents which 
may result from increased peace- 
time use of the atom. So warns a 
panel of authorities, including the 
medical directors of Oak Ridge 
and Brookhaven National labora- 
tories. 


In a report issued through Med- 
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VASELINE 
PETROLATUM GAUZE U.S. P 
STERILE 
3x3 PAD, opens to 3x9 INCHES 


3" X 3” 
PAD 


RS Three-ply, fine-mesh 
; gauze, lightly impregnated — Sole Maker: 
for use in physician's 
office, industrial medical 
department, first aid. 


, ry X g” 
STRIP 


Shorter length ends waste 
on small area wounds. New Z-fold 

insures perfect graft takes. 
Guaranteed sterile at time of use. 


Gth SIZE of 
VASELINE™ 


PETROLATUM GAUZE 


Now supplied in: 


1/2"« 72” 3x 18” 
1'x 36” 3’x 36” 
3 3°/ 3’« 9” 6"x 36” 


CHESEBROUGH-POND’S INC. 
Professional Products Division 
New York 17, N.Y. 


VASELINE is a registered trademark of Chesebrough-Pond's Inc. 
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ical Nuclear Consultants, Inc., the 
panel set minimum facility, equip- 
ment, and personnel training stan- 
dards for hospital nuclear emer- 
gency programs. 


It was pointed out that at pres- 
ent no non-governmental hospital 
is ready to provide adequate exam. 
inations for persons suspected of 
contamination, or to care for more 
than a few nuclear casualties at a 
time. However, many hospitals 
could develop adequate programs 
without major construction — or 
capital expenditure, since many 
needs of radiation victims can be 
met with the standard resources of 
the average well-planned _institu- 
tion. 


500,000 Families Queried 
For Cancer Data 
Why may some people be more 
subject to cancer than others? ‘This 
is one question being explored in 
a new six-year study—one of the 
largest ever attempted by the 
American Cancer Society. 
Fifty-thousand trained volunteers 
will collect information trom 
500,000 families on medical and 
family histories, environments, and 
living habits. The research teams 
will also look for any effects of en- 
vironment on cancer, and try to 
discover additional early symptoms 
to improve detection. 


—Heredity Ruled Out 
In Breast Cancer Study 


Cancer of the breast is not 
hereditary, according to an eight- 
year study by scientists at the Uni- 
versity of Pennsylvania School ot 
Medicine. In this research 200 
women with, and 200 women with 
out, breast cancers were studied. 
Approximately 12,000 relatives ol 
these women were questioned con- 
cerning the incidence of cancer ol 
any type in themselves and thei 
relatives. 

Data showed there was no un- 
usual frequency of cancer cases, 
either of the breast or elsewhere, 
among relatives of breast cance! 
victims. 

One statistical oddity was noted: 
cancer frequency was slightly high- 
er in the control group than in the 
female cousins on the father’s side 
among the “cancer groups.” 
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See 


Kib-Batk 
BLADES 


in the PUNCTURE PROOF 
Package 


WHEN A TIME-TESTED PRODUCT 





GETS A NEW, TIME-SAVING PACKAGE... 


RESULT... ease of application — while it’s still in the package, blade 
can be attached to knife handle 


RESULT... strong, sturdy package — puncture proof, moisture proof 
wrap withstands repeated handling and can be autoclaved 


RESULT... complete blade protection — maximum sharpness of these 


traditionally superior carbon steel blades assured 


Ask your dealer 


(BP) BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 


A DIVISION OF BECTON. DICKINSON AND COMPANY 





B:P © RIB-SACK ¢ IT’S SHARP are trademarks of BARD-PARKER 


Sharp 





B-P Sterile Blade Dispenser Rack 













now available... 


CUBE-PAC. 


plastic blood collection and transfusion unit 





the NEW 
dimension 
in 

blood- 
banking 











Samples and 
literature to Hos- 
pitals and Blood 
Banks on request. 









CuBE-PAC is a nonwettable, pliable plastic unit, containing 72 ml. of ACD 
formula A, U.S. P. and N.I.H. for preservation of 480 ml. of blood. Individ- 
ually packaged with disposable, sterile, nonpyrogenic blood collection set, in 
laminated-foil paper vapor-barrier envelope, protected by an outer shelf carton. 





ADVANTAGES 


1. Outer retainer insures automatically meas- 





for permanent, tamper-proof pilot tube and 





ured volume. Unique ‘‘pop-up”’ indicator flap 
signals completion of collection . . . guards 
against overbleeding problems. 

2. Storage, before use, saves approximately 
60% of shelf space over conventional blood 
collection bottles. 

3. Cubical shape assures comparable savings 
in refrigeration storage. 

4. Stands alone . . . no racks, hangers or 
special equipment required for support. 

5. Attached identification label flap provides 









For those who prefer plastic blood therapy units, CUBE-PAC affurds every modern advantage. 


\-7.0 Oa ae ey N-fel 7 wage). iis mal, [em MORTON GROVE, ILLINOIS 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES © EVANSTON, ILLINOIS 


two additional serology tubes. 


6. Identification label flap provides convenient 
writing surface, or for affixing special in- 
stitutional labels. 


7. Adaptable to all Plexitron® administration 
sets, including Series and Y-Type sets. Com- 
plete closed system .. . no venting required. 
8. For plasma aspiration either Plasma-Vac 


bottle or corresponding plastic unit are avail- 
able as preferred. 













